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How to solve the medical problem-of achieving early ambulation 
and discharge of obstetric and gynecologic surgery patients: 


yclotherapy 


Cyclotherapy 1s a new concept in dynamic physiotherapy The en- 
gineering principles of Cyclotherapy equipment involve unbalanced 
motors 1n fine equilibrated housings, the latter so suspended that a 
multi-directional cycloid force of variable magnitude and constant 
frequency 1s produced for any one setting of the control. This multi- 
directional force accounts for the transmission of the gentle, pene- 
trating cycloidal motion, in soft tissues of the body at points remote 
from the actual contact of the patient with Cyclotherapy equipment. 


Cyclotherapy equipment was utilized in a recent study of 286 
obstetric cases, and 126 gynecologic surgery cases.* 


Cyclotherapy contributed to: 


Earlier mobilization 

Easier ambulation 

Decreased pain and muscle spasm 

Decreased enemas and catheterization 

Minimal bleeding and accelerated wound healing 
Nurse work load decrease 


Cyclotherapy can be of major physiotherapeutic value in your office 
for the treatment of a variety of cases, particularly where increased 
circulation to the periphery {is indicated. Cyclotherapy is excellent 
for inducing relaxation, and has been beneficial in the quick relief 
of painful bruises, sprains, and muscular injuries. 


Send for free, illustrated “Handbook on the Use and Administration 
of Cyclotherapy Equipment in Clinical Medicine”, and the name of 
your local surgical supply dealer where equipment can be seen. 

Cyclotherapy Inc., Dept. OT-12 

11 East 68th Street 

New York 21, N.Y. 


The first of a series of reports on the dynamics of Cyclotherapy in 
clinical medicine. 
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THE ROLE OF THE OCCUPATIONAL THERAPIST IN 
THE RE-EDUCATION OF APHASIA PATIENTS* 
PART It > 


MYRA McDANIEL, Major, WMSC 


Aphasia is a disturbance of language formula- 
tion which is not due to blindness, deafness, paral- 
ysis of the arm or tongue, or general mental de- 
ficiency. This disturbance of language function 
may affect singly or in combination, the individual’s 
ability to read, speak, write, or understand. Aphasia 
results from brain injury, the causal factors includ- 
ing neoplasms, trauma, cerebrovascular accidents, 
and disease. 


Early treatment for the language disturbances is 
indicated throughout the literature. There are not 
sufficient speech therapists or language retraining 
therapists available for the increasing numbers of 
brain-injured individuals. To assure the maximal 
return of language function it is suggested that 
language reeducation could be done by the occu- 
pational therapist in the absence of trained speech 
personnel. 


It was the purpose of this study to (1) review 
the nonlanguage and language disorders common 
to aphasia that would contribute to a basic under- 
standing of the personality, the psychological dif- 
ficulties, and the physical disabilities of the aphasic 
individual; (2) suggest a fundamental reeducation 
program which would incorporate the principles of 
speech training; such program to be directed by 
occupational therapists in the absence of speech 
personnel; (3) review the basic principles of treat- 
ment of aphasic individuals and suggest reinforce- 
ment techniques that could be utilized in a sup- 
portive occupational therapy program; such pro- 
gram to incorporate those principles and utilize to 
the utmost the speech progression made by the 
aphasic. 

The inability to communicate thoughts, needs 
and desires is damaging to any ego. The frus- 
tration caused by a lack of communicative ability 
is intensified in the aphasic individual who is men- 
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tally competent. Some bridge of communication 
must be begun after the acute stage of the disease 
and/or injury process has subsided for the mental 
well-being of the aphasic individual. The occu- 
pational therapist has little or no background in 
speech retraining but could give encouragement 
and needed assistance to the aphasic if basic prin- 
ciples were outlined in an understandable manner 
for a reeducation program. More adequate sup- 
port could be given to an active speech program 
if the principles and procedures underlying that 
— were interpreted on an individual patient 
sis. 

In the reeducation program this study was lim- 
ited to speech retraining procedures utilized in the 
various categories of aphasic difficulties: the agno- 
sias, apraxias and aphasias. This study did not 
encompass the physical disabilities such as hemi- 
plegia, seizures, etcetera, as these aspects of aphasia 
have been covered in preceding studies. The sup- 
portive program was limited to those reinforcement 
techniques that could be used to maintain and 
assist speech progression. 

Data for this study were obtained from several 
sources: (1) material related to the subject, (2) 
clinical observations of and interviews with those: 
who work with aphasic individuals, and (3) the 
personal observations of the author. 


Materials pertinenc to the study of aphasia were: 
reviewed in order that the investigator would be- 
come familiar with the problems of the aphasic 
individual and the significance of early speech. 


*An abstract of a paper presented to the department of 
occupational therapy at the University of Southern Cali- 
fornia in partial fulfillment of the requirements of a. 
Master’s degree. 

+This is the first part of a three-installment article. The- 
next section will appear in the Jan.-Feb. issue, 1955. 
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training. In an effort to assemble as much infor- 
mation as possible concerning aphasia and the re- 
education of aphasia patients, interviews with 
persons familiar with the total problem were held, 
and their clinical observations noted. Mrs. Aleen 
Agranowitz, chief of the aphasia section of Vet- 
erans Administration Hospital, Long Beach, Cali- 
fornia, was interviewed concerning the total treat- 
ment approach to the aphasic individual. At this 
same hospital, J. M. Nielsen, M.D., national con- 
sultant in aphasia, Veterans Administration, was 
observed many times as he made initial and follow- 
up examinations of aphasic individuals. Observa- 
tions were made of speech therapy treatments 
given by therapists Daniel Boone, Marian Ruff, 
and Gloria Seacat, all of Veterans Administration 
Hospital, Long Beach, California. Occupational 
therapists Alice Cooley, Janet Stone and Elaine 
Mapes, also of Veterans Administration Hospital, 
Long Beach, were observed and interviewed for 
special techniques and practices found valuable 
in working with aphasic individuals. 

The author worked with aphasic patients in the 
occupational therapy section of Veterans Admin- 
istration Hospital, Long Beach. In this way oppor- 
tunity was presented to become acquainted with 
the over-all problems of the aphasic patients. 


APHASIC DISORDERS: NONLANGUAGE 
AND LANGUAGE 


The occupational therapist must be fully aware 
of the generalized problems of the aphasic in- 
dividual before any treatment program is con- 
templated. These problems can be categorized as 
either nonlangu-ge or language difficulties. 


NONLANGUAGE DIFFICULTIES 


A listing of the most frequently observed be- 
havior manifestations of aphasic individuals has 
been done by Wepman.? This list is included 
because of the significance of these nonlanguage 
deviations on the personality of the aphasic in- 
dividual. Only a few of these may be observed in 
the individual aphasic. 

1. Loss of attention and concentration 
2. Loss of memory 
3. Reduced association of ideas 
4. Abstract-concrete imbalance (loss of ability to ab- 
stract ; ‘concrete concept formation) 
5. Poor organizing ability 
6. Poor judgment 
7. Perseveration ~ 
8. Constriction of thought and interest \y 
9. Reduced ability to generalize, categorize, group, ‘or 
plan future action 
10. Reduced general level of intelligence 
11, Reduced ability to inhibit emotional forces which dis- 
turb the action of the intellect (Halstead’s “power 
factor”) 
12. Inability to shift 
13. Psychomotor retardation 
14, Feelings of inadequacy 
15. Egocentricity 


16. Increased irritability and fatigability 

17. Euphoria 

18. Social withdrawal and seclusiveness 

19. Reduced ability to adjust to new situations 

20. Catastrophic reactions 

21. Reduced initiative 

22. Disinterest in the environment, both physical and 
human 

23. Externalization of behavior; a lack of introspection 
or self-criticism 

24. Reduced spontaneity 

25. Perplexity (a distrust of one’s own ability) 

26. Automatic verbalization 

27. Impulsive behavior 

28. Regressive infantile behavior ‘ 

29. Impotence (the inability to correct behavior one 
knows is wrong) 

30. Post-traumatic psychotic behavior showing illusions, 
hallucinations, delusions, and extravagant behavior 

31. Anxiety and tension 

32. Convulsive seizures 

33. Changing personality profile, the emergence and sub- 
mergence of characteristics 

34. Hemiplegia 

The term catastrophic reaction (item 20) was 
formulated by Goldstein*® to describe the aphasic 
individual whose entire behavior is changed when 
confronted with a frustrating experience. 

The most common physical disabilities of the 
aphasic individual include convulsive seizures, 
hemianopsia, facial paralyses and hemiplegia. The 
prognosis for the functional return of the hemi- 
plegic arm is dependent upon the severity of the 
brain damage. Complete or partial recovery is 
attained by some aphasic individuals. The ma- 
jority of authors agree, however, that training in 
writing and other activities should be initiated 
with the non-affected hand at the same time as 
the other reeducation processes are begun. 


LANGUAGE DIFFICULTIES 


“All of our hope in retraining the aphasics de- 
pends on the functional capacity of the minor 
cerebral hemisphere.”* Nielsen has demonstrated 
by combination of case history and autopsy that 
it is the minor cerebral hemisphere which takes 
over the functions of the damaged major hemi- 
sphere. The minor hemisphere is in a more or 
less dormant readiness state until injury to the 
major hemisphere necessitates its being utilized. 
Some aphasics recover their speech spontaneously 
at the termination of the acute phase of their in- 
jury. Wepman feels that training should be 
started for every aphasic adult as soon as possible 
after injury, that it is not an error to begin training 
on those who may recover their speech spontane- 
ously.® The training helps bridge the psycholo- 
gical gap of being unable to communicate. 

The language manifestations of the aphasic in- 
dividual may include one or a combination of the 
following classifications. These can be differen- 
tiated into receptive (agnosias) and expressive 
(apraxias and aphasias) types dependent upon 
the difficulty which the patient is experiencing. 
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Three major types of agnosia can be differen- 
tiated: visual agnosia, auditory agnosia, and tactile 
agnosia. VISUAL AGNOSIA. Visual agnosia 
is the inability to recognize objects presented visual- 
ly. This can include recognition of letters, words, 
pictures, colors, numbers, musical notes, geometric 
forms, etcetera. There are sub-varieties of this 
type in which the individual can read letters but 
not words; letters and/or words but not syllables; 
or words and not letters.® The inability to recog- 
nize color can be differentiated from color blind- 
ness. 

AUDITORY AGNOSIA. Auditory agnosia is 
the inability to recognize and comprehend the 
spoken word. There is no defect in the hearing 
mechanism, it is just that the association pathways 
between what is heard and the sorting out or under- 
standing of the sound are affected. 

TACTILE AGNOSIA. Tactile agnosia is the 
inability to recognize objects or forms by touch. 
This is more commonly called astereognosis. 

Apraxia is the inability to perform a voluntary 
activity or to perform upon request. The apractic 
individual is not paralyzed. Of the many types 
of apraxia described in the literature, two basic 
groups can be differentiated as the verbal and 
nonverbal types. 

VERBAL APRAXIA. Verbal apraxia mani- 
fests itself as an inability to produce words. There 
is an inability to express in verbal language ideas 
which the individual possesses. This form of 
apraxia so closely approximates a motor aphasic 
defect that many neurologists classify it with motor 
aphasia. 

NONVERBAL APRAXIA. Three types of 
nonverbal apraxia are generally recognized: kinetic, 
ideokinetic, and ideational. Kinetic apraxia is 
weakness of associated musculature. Voluntary 
motion is present but there is loss of dexterity and 
no deliberate, purposeful motion can be performed. 
In ideokinetic apraxia there is a correct formula- 
tion of ideas but the plan fails to reach the motor 
mechanism. Simple movements, spontaneous and 
automatic, can be performed but complex voluntary 
or imitative movements cannot be done upon re- 
quest. Ideational apraxia can be compared with 
extreme absent mindedness. Any movement can 
be made correctly but the individual has forgotten 
the intention of the movement. Agraphia, the 
smotor inability to write, is also included in the 
nonverbal apractic classification. 

The aphasias include motor aphasia, sersory 
aphasia, anomia, paraphasia and acalculia. 

MOTOR APHASIA. (Apractic aphasia). 
Motor aphasia is the complete or nearly complete 
loss of ability to produce motor speech due to a 
lesion which disrupts motor speech patterns. This 
condition is rarely found alone, there is usually 
loss of function in other areas. 
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SENSORY APHASIA. Sensory aphasia is the 
inability to recognize or comprehend spoken lan- 
guage. In much of the current terminology this is 
classified as agnosia and will be included with 
such in the following discussions. 

ANOMIA. Anomia is the inability to find 
words with which to express ideas or thoughts. In 
the mildest form the individual merely fails to 
recall proper nouns. Such an individual may 
know that the object with which he is confronted 
is “to write with” but cannot say “pen,” a chair is 
“what you sit on.” This individual comprehends 
what is said and recognizes objects, he is merely 
unable to name them. In severe cases recall is 
lost for verbs, adjectives and possibly all parts of 
speech. 

PARAPHASIA. Paraphasia is the use of wrong 
words, errors in syntax or telegraphic speech (the 
omission of nonuseful words). It may result from 
a defect in language formulation or from an audi- 
tory agnosia, in which event the individual, because 
he is unable to hear the errors in his speech, is 
unaware of them. 

Very few aphasic individuals can be isolated as 
a specific agnostic, apractic, or aphasic. Usually 
there is a combination of difficulties present from 
each classification. It is of primary importance, 
when treating the aphasic individual, that the oc- 
cupational therapist recognize and understand the 
nonlanguage and language difficulties confronting 
the patient and their resultant physical, psycholo- 
gical and personality effects. 


REEDUCATION PROGRAM 


The purpose of this section is to demonstrate 
the role of the occupational therapist in the speech 
reeducation of aphasic individuals when no trained 
speech personnel are available. Occupational 
therapy for the aphasic individual, as for any other 
individual, is prescribed by a physician. The 
neurological examination given the aphasic will 
determine the quality of his perception, recogni- 
tion, recall, comprehension, formulation and per- 
formance. The examinations are of a practical 
nature and test the aphasic in both oral and written 
material. For further information regarding the 
neurological examinations, the reader is referred 
to selected pages in Nielsen,’ Wechsler,® Goldstein® 
and DeJong.’° 

Essential to any treatment program for an 
aphasic individual is rapport between the patient 
and the therapist. The aphasic needs more than 
psychological ease and freedom. There must be 
real understanding of his physiological and ana- 
tomical problems. 

‘The success of the reeducation program will de- 
pend not only upon the interest and sincerity of 
the therapist but also upon the aphasic’s desire to 
recover. The therapist must not expect the aphasic 

(Continued on page 275) 
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DOES OCCUPATIONAL THERAPY MEET THE 
DEMANDS OF TOTAL REHABILITATION? 


EDWARD E. GORDON, M.D.* 
THELMA L. WELLERSON, M.A., O.T.R.t 


Occupational therapy, born as a war baby during 
World War I, has had many years to mature, yet 
the question arises whether she has come of age. 
She often serves as one of the handmaidens to 
medicine; at other times she works alone without 
any seeming relationship to the great family of 
medicine. Some workers in the medical field ques- 
tion whether she is indeed a true member of the 
family.» * * Such rejection stems from the 
feeling that she offers no real contribution in the 
management of the sick and disabled. 


What lies at the base of this rejection? In the 
medical field it appears to be due partly to the fail- 
ure in providing specific functional training, partly 
to the lack of any objective evidence for evaluating 
the progress of treatment, and partly to the ap- 
parent irrelevancy of operations utilized in occu- 
pational therapy for the needs of the patient. 
Objections stem from other quarters, too. Fre- 
quently, male patients are hostile because they 
cannot accept what to them appears to be “women’s 
work.” The hospital administrator, concerned with 
budgetary problems, regards occupational therapy 
as only another unwanted mouth to feed. Even 
though some of these objections may not be valid, 
it behooves those directly concerned to reconsider 
the role and contributions of occupational therapy 
from all these points of view. A service comes 
into being because of a demand; but to survive, 
growth must take place from within. Like Alice 
in “Through the Looking Glass,” one must run in 
order to remain in the same place. 

The purpose of this paper is to examine these 
objections, assess the shortcomings of occupational 
therapy, and suggest how these may be corrected. 
It is necessary at the outset <9 state that these con- 
siderations apply to the place of occupational ther- 
apy within the framework of rehabilitation of 
primarily physically disabled adults. We are not 
concerned herein with the management of patients 
in psychiatric institutions or with children; these 
constitute special problems. We are directing our 
attention to patients with orthopedic and neuro- 
logical handicaps, and with chronic medical condi- 
tions, such as tuberculosis, emphysema and cardiac 
disease. 

Since we are concerned with the service of occu- 
pational therapy to rehabilitation, it is also neces- 
sary to define rehabilitation. It is generally agreed 
that its province extends not only to the physical 
aspects, but equally to the vocational and psycho- 
logical needs of the patient. Therefore, all ther- 
apy should be directed: consciously toward this 


triad (the physical, vocational and psychological 
factors of disability) as the only adequate objec- 
tive, and not toward functional training alone. 

That concept is limited which sub-divides ther- 
apy into isolated categories (functional, prevoca- 
tional and the like). For all the demands of 
rehabilitation must be integrated into a single goal 
to restore a disabled individual to his appropriate 
social setting. It follows that the type of work 
therapy chosen must satisfy the functional, psycho- 
logical and vocational requirements of the situa- 
tion. When vocational goals are not particularly 
applicable, then at least the medium should con- 
form to the patient’s own interests or work habits. 
If the chosen medium of work satisfies merely the 
functional requisites of the disability, the patient 
may reject it on psychological grounds because it 
does not conform to his acquired work habits. In 
this instance, the prescription may fall short of 
reaching the therapeutic goal. Moreover, it is 
Open to question whether any type of task which 
appears to have all the functional ingredients will 
necessarily have a carry-over into another activity 
relevant to the patient’s vocational background. 
While strength and motion may at the moment 
increase, skill and coordination for future use may 
remain unaffected. Training involves not only 
muscles but establishing specific motor patterns 
centrally. One does not have to belaboz this point. 
It is sufficient to indicate that a person with ade- 
quate musculature and joint mobility cannot play 
tennis with proper form without specific training 
in it. It would appear, then, that a modality is ill- 
chosen for the job of complete rehabilitation if it 
is not vocationally directed and related to the in- 
terests of the patient. The uncritical and routine 
reliance upon arts and crafts, in our opinion, is 
open to such an error. 


These concepts contain the crux of the objection 
arising from the use of modalities irrelevant to 
the needs of the patient. Before elaborating this 
point of view, it may be appropriate to examine 
those objections raised unjustly against occupational 
therapy by workers in the medical field. In the 
first place, the criticism has been made that occu- 
pational therapy does not perform a useful func- 
tion. It is true in some instances that patients in 
an acute hospital! have been reduced to a form of 


*Medical Director, Institute for the Crippled and Dis- 
abled, New York City. 


+Chief Occupational Therapist, Institute for the Crip- 
pled and Disabled, New York City. 
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“captive audience” by occupational therapy. Con- 
valescing from an acute, self-limited disease and 
awaiting their freedom, patients often accept the 
work proffered them only to oblige the therapist. 
Indeed, they rarely have need for this except as 
an escape from the boredom of a sheltered exist- 
ence; even then the patients often express a prefer- 
ence for reading or enjoying radio or television. 
As these activities already “occupy” such patients 
in an appropriate manner, why is it necessary to 
resort to any further prescription and utilize 
valuable therapists’ time? Another instance in 
which occupational therapy may be unjustly dis- 
credited is that in which functional improvement 
is beyond help from muscle training. A patient 
with ankylosis of the finger joints is a case in point. 
Such a diagnosis would preclude the prescription 
of occupational therapy. Failure to achieve re- 
sults here is due to the lack of a consideration of 
the underlying pathology, not to an inherently 
impotent technique. The charge of uselessness, 
then, is unwarranted because in these instances it 
is not so much that occupational therapy is useless 
as misused. 

Criticism is heard that progress cannot be ob- 
jectively evaluated by occupational therapy. It is 
true that integrated function of the extremities 
does not lend itself to precise quantitative measure- 
ments. However, the possibility of assessing the 
patient’s progress in terms of objective data does 
exist. There are several tests of functional ca- 
pacity that are available. One such is the score 
of activities of daily living. By recording per- 
formance at intervals, either graphically or in a 
table, trends can be readily observed in the ability 
of the patient to carry out numerous tasks involv- 
ing integrated motor activity. Another form of 
objective measurement can be obtained by record- 
ing the rate of performance in executing any par- 
ticular piece of work. Another test consists of 
measuring power of grasp by squeezing on a bulb 
against a column of mercury or a spring gauge. 
Recording joint range of motion may also be use- 
ful. No attempt is made here to present an ex- 
haustive series of functional tests, but it is possible 
to point out that measuring sticks are available. 
However, they must be adapted to the particular 
situation and are accessible with a little ingenuity 
on the part of the therapist. Admittedly, each 
test yields only a small fragment of the total pic- 
ture; to increase the value of functional testing, a 
battery of tests rather than a single one should 
be applied to estimate progress. In this connec- 
tion, a therapist addicted only to a goniometer does 
not supply much worth-while information. 

Turning to the administrative objections, the 
cost of maintaining an occupational therapy de- 
partment is, of course, not to be dismissed lightly. 
Perhaps in an acute hospital where the average 
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length of stay is short and where vocational re- 
habilitation is not a problem, the support of such 
a department may not be justified in the light of 
rising costs. It may be the wiser decision for oc- 
cupational therapy to withdraw from this field and 
concentrate in centers where long-term rehabilita- 
tion is essential. However, there are many acute 
hospitals where occupational therapy is called upon 
to serve the disabled on the ward and in the clinic. 
While the administrator recognizes the value of 
rehabilitation, as evidenced by the fact that many 
such hospitals have established departments of 
physical medicine, he may not be convinced that 
occupational therapy is a necessary component. 
He must be shown that such a service is a valuable 
tool. This can only be accomplished by demon- 
strating that integrated exercise with maximal 
motivation through properly orientated therapy, in 
the long run, accrues to the best interests of the 
patient and the community. 


We now come to the expressions of dissatisfac- 
tion with occupational therapy on the part of pa- 
tients. Many male patients, outraged by working 
at arts and crafts, fail to see its value. Even that 
sex in whose domain the arts and crafts are sup- 
posed to lie, sometimes react similarly. These 
sentiments cannot be disregarded. While simple 
exercises are readily accepted because the patient 
understands their intent, therapy through work 
must have more than a mere physical meaning. 
This is because the latter involves not only the 
motor capacity of the patient but also his personal- 
ity, attitudes, habits and intelligence. He con- 
stantly directs his attention towards some purpose- 
ful goal by putting his mind as well as his body 
to the task. Motivation is just as important as 
motor function. 


The sentiments that these patients express 
against occupational therapy are valid and really 
touch upon the crux of the problem. The short- 
comings of this discipline are not the lack of ob- 
jective measurements, the high costs, the unwar- 
ranted prescriptions, but rather the use of modal- 
ities unrelated to the patients’ sense of values. 
This opinion brings us to the question heretofore 
raised. Does the routine use of classical media, 
viz., arts and crafts, satisfy the needs of rehabilita- 
tion in an industrial society? One of the strongest 
criticisms against occupational therapy, and one 
which also accounts for much dissatisfaction on the 
part of the disabled, is the uncritical use of arts 
and crafts, media which are out of all relation to 
the vocational demands of contemporary life.* 
This feeling may also explain the growing impor- 
tance of rehabilitation workers at the peripheral 
areas of occupational therapy, and their increasing 
pressure to replace what they regard as paleolithic 
tools with comtemporary ones. It is true that 
the modalities upon which occupational therapy 
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leans heavily read like a Fourteenth Century cate- 
gory of trades rather than a compilation of Twen- 
tieth Century industries. This statement can be 
documented by the following list, published in 
1947, of occupational therapy media used in all 
types of hospitals. In order of frequency of 
use they are: 


1. Leather Work 6. Drawing 

2. Cord Knotting 7. Stencilling 

3. Wood Working 8. Making Stuffed Toys 
4. Weaving 9. Braiding 

5. Knitting & Crocheting 10. Stitching 


11. Painting (Water Colors) 


A more recent list, published in 1952, is on 
the whole very similar.5 


1, Woodworking 4. Leather Work 

2. Sewing and Needlework 5. Recreation 

3. Weaving 6. Decorative & Fine Art 
7. Self-Help Activities 


In order to ascertain whether these training 
facilities bear any relationship to industry in this 
country today, the following list of major manu- 
facturing occupations procured from the last avail- 
able recorded census (1940) is presented in order 
of importance.® 


1. Iron and Steel 7. Electric Machinery 

2. Food 8. Lumber 

3. Machinery 9. Chemicals 

4. Textiles 10. Printing & Publishing 
5. Apparel 11. Transportation 

6. Automobile 12. Equipment 


13. Furniture 


Semi-professional occupations ranged in the fol- 
lowing order: 


1. Drafting 7. Sports Instructors 
2. Laboratory Technicians 8. Medical Service 

3. Morticians Workers 

4. Religious Workers 9. Surveyors 

5. Photographers 10. Dancers 

6. Designers 11. Radio Operators 


It is hardly necessary to point out the obvious 
discrepancy between the types of work in occupa- 
tional therapy and those in industry. We are 
aware of the fact that the compilation of work 
media leans heavily toward arts and crafts because 
many psychiatric and tuberculosis hospitals were 
included in the census. But this is precisely our 
point: too great reliance on the arts and crafts. 
At least in the latter type of sanatoria, where often 
vocational goals are quite relevant, patients should 
be exposed to modern tools. 


It is apparent that many of these occupations 
involve machinery and the use of scientific tech- 
niques. Although not all of them are applicable 
to patients undergoing rehabilitation, if interest is 
to be provided and if the ultimate goal of pro- 
ductive employment is to be realized, classical arts 
and crafts must often yield first place to modern 
industrial media as training tools in occupational 
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therapy. These modalities not only can provide 
functional value but may be more acceptable to 
many patients and conform, in general, to ultimate 
vocational goals. Such a program also avoids 
exercise for exercise’s sake alone, and stimulates 
the development of work habits. If occupational 
therapy is to improve its service to rehabilitation, 
it must utilize industrial media as freely as arts 
and crafts and select the proper task from its arma- 
mentarium thus augmented. This is not to say 
that arts and crafts are to be replaced. They 
should be used, not routinely, but only when con- 
sistent with the vocational, psychological and 
functional demands of the case. In other words, 
choice of therapeutic media should be directed by 
the following dictum expressed by Kidner:’ 
“. .. if several varieties of occupation . . . would 
have equal value for therapeutic purposes, but 
one was more valuable than the others . . . for a 
definite occupation, that one would be prescribed.” 


It is to be emphasized that the use of modern 
occupations is not for the purpose of training a 
patient for a vocation. We feel that he can more 
readily accept those media, exploited primarily for 
functional exercise and prevocational training, 
which are in keeping with his own sense of work. 

To be specific, what additional tasks then may 
be made available in the workroom? Power tools 
for wood and metal, and these have been installed 
in many occupational therapy clinics. Sheet metal 
work is readily adaptable for strengthening muscles 
and increasing joint motion. Pipe fitting is also 
suitable for the same purpose. Radio assembly 
work provides exercise for coordination and dex- 
terity. Electrical wiring is excellent for hand co- 
ordination where resistance is required. It is also 
suggested that there be available tools and ma- 
terials to simulate realistic work conditions for 
patients temporarily disabled in order to determine 
whether they can return to work.® For exam- 
ple, a laborer recovering from a low back injury 
can be made to shovel gravel for progressively in- 
creasing periods of time as a therapeutic exercise 
and test. A man may also move crates off a 
platform or push a wheelbarrow with a graded 
load. Brick laying may also serve the same 
purpose. 

The occupational therapist may refer to excel- 
lent job description pamphlets for development of 
additional modalities. The Bureau of Manpower 
Utilization, War Manpower Commission, Wash- 
ington, D. C., has published job analyses of many 
trades including necessary equipment, work per- 
formance, physical demands, and other pertinent 
details. 

Where acquisition of a trade is not necessary, 
as in the case of a housewife, occupational therapy 
can be adapted to her needs at home. Time-sav- 

(Continued on page 275) 
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LATERALITY OF UPPER EXTREMITY FUNCTION 


IN PHYSICALLY HANDICAPPED CHILDREN’ 
ANTIJE PRICE, O.TR. 


STATEMENT OF BASIC CONCEPT 


It seems to be a fundamental weakness of human 
nature that the more obscure and controversial a 
subject is, the more firmly it is supported by a 
strong and irrefutable body of hearsay evidence. 
Laterality, or more simply, handedness and all its 
ramifications, qualifies admirably for this distinc- 
tion because it is a universal human trait—every- 
body has it and everybody is an expert on it, be- 
cause it has some interesting and baffling interrela- 
tions with other basic human functions, especially 
language, and because it is primarily an expression 
of the central nervous system, the most complex 
and enigmatic portion of the human anatomy. For- 
tunately there is a great body of conscientious re- 
search, as well as one of hearsay, and although 
here again we find much controversy and disagree- 
ment, there is a discernible progression toward a 
supportable concept. 

In handicapped children, especially those with 
dysfunction of the central nervous system classed 
as cerebral palsy, laterality seems to have a more 
consequential role than in normal chiidren; how- 
ever few studies have been made in this area. It 
is the purpose of this study to investigate and 
define laterality problems and their effects in physi- 
cally handicapped children and to do so in terms 
of upper extremity function. The subject is being 
considered from this point of view because it is in 
this area that the occupational therapist is con- 
fronted with the problems of laterality and must 
evolve solutions. Furthermore, an occupational 
therapist, by virtue of training, experience and 
orientation, may be considered an expert on arm 
and hand function. Language and eye laterality, 
the technical aspects of which are not primarily 
within the scope of occupational therapy, will be 
discussed only as they relate to the basic concept. 

Definition 

Laterality may be defined as the functional 
superiority and preferential use of one of a set of 
paired structures. It presupposes: the existence of 
two matched anatomical areas such as the arms, 
one of which takes the major and the other the 
minor role in voluntary activity." 7 The term 
“dominance” will not be used here because it im- 
plies an erroneous relationship between the parts 
and because it is burdened with too many connota- 
tions in other disciplines, notably the field of 
genetics where discussions on the dominance of 
dominance abound. 

Laterality is the expression of a basic functional 
asymmetry, which only man develops to an appre- 
ciable degree, and which has been said to be the 
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key to the acquisition of fine skills.*» * * These 
encompass manipulative activities for the hands, 
sighting and direction sense for the eyes, and the 
whole complex mechanism of language, including 
speech and writing. Skills cannot be considered 
perfected until they have become automatic, effi- 
cient and precise, and they become this way, like 
all motor learning, through constant, consistent 
practice using the same muscular mechanism in the 
same way until the activity becomes a habit.” * 
These very complicated skilled coordinations can- 
not easily be learned by two structures at the same 
time; one must take the lead. This is not merely 
a matcer of motor innervation but primarily one 
of the sensory impulses returning to the brain from 
the moving part and eventually building up a 
complete pattern for motion. The development 
of two patterns of motion would be incompatible, 
rendering the fine functions uncontrollable. 

The eye and the hand demonstrate a character- 
istic that is of vital consideration in the study of 
laterality: although each is paired and structurally 
similar, each hand or eye is a mirror image of the 
other and the musculature that moves one of each 
pair in one direction (e.g. to the right as in writing) 
represents the antagonists of the muscles that must 
move the other unit in the same direction. 


Cerebral Laterality 


There is no longer any question that. this basic 
asymmetry is of cerebral origin; that is, that the 
preferential selection of the major structures is 
initiated and developed in the cerebral cortex. 
Studies in human beings over the last fifty years on 
aphasia, on focal epilepsy and more recently with 
electrocorticography of the living cortex, as well 
as research with rats, have provided the greatest 
body of evidence.® 1% 13.14% 15 The role of 
other portions of the central nervous system, such 
as the subcortex, commissural system and the cere- 
bellum, has been more difficult to define. By na- 
ture of their location they cannot easily be exposed 
for investigation in the living brain. Furthermore 
they do not submit to localization of distinct areas 
since they are largely integrative structures, and 
discrete lesions that do not affect total functioning 
are rare. Studies in this area that have been suc- 
cessful have been unable to ascribe any direct par- 
ticipation of these structures and of the peripheral 


*A paper by the same title was presented at the 1953 
institute held at the AOTA conference in Houston, Texas. 
This paper was a preliminary report of only one phase 
(cerebral palsied) of the whole study (physically handi- 
capped) which the author has conducted during the past 
five years. 
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nervous system in laterality, except in the trans- 
mission of sensation and impulses to and from the 
cortex,!® 17, 18 


The relationship of the two hemispheres has 
been described as similar to that of pilot and co- 
pilot." The pilot, qualified and selected for the 
major role, takes over all the responsibility and 
becomes more and more proficient while the co- 
pilot misses the opportunities for training. Should 
the pilot be incapacitated, the co-pilot may take 
over provided he is in good condition and the 
vehicle not too old. The minor elaboration areas 
will have to be developed by training and practice 
as the major ones originally were and will have 
to build up the stamina to function continuously. 
Whether all functions are transferred in toto to the 
minor hemisphere, or only those involved in a dis- 
crete lesion or selective training, has not been 
definitely established. There is some evidence for 
both sides.” 11, 13, 21, 30 


Handedness 


Handedness, or asymmetry as it affects arm and 
hand function, is the most overt manifestation of 
laterality. The sensori- 


extremities because the trunk and legs as a rule 
do not, and do not need to, develop differential 
unilateral skills. 
Language 

Two other complex functions concerned and 
associated with manipulative ability, and like it 
found only in man, are usually lateralized by the 
major hemisphere. The first of these is language. 
Vocalization and articulation areas have been lo- 
cated in the cortex and these are active bilaterally; 
in addition, elaboration areas have been defined in 
the frontal (Broca’s area), parietal and temporal 
regions, each with their fairly well circumscribed 
associative duties. These have been found to be 
active unilaterally, generally on the major side as 
indicated by handedness.’* Injury to such an 
elaboration area on the major side usually produces 
aphasia.!* 19, 20, 21 

In any discussion on laterality and language the 
question of stuttering is bound to arise. Much of 
the impetus for investigation and the interest in 
laterality during the second quarter of this century 
was provided by the discovery that there appeared 
to be variously more left-handedness, more 
ambidexterity or more 


motor representations 
for each arm are located 
around the Rolandic 
fissure of the contralat- 
eral hemisphere. Elec- 


cago 14, Illinois. 


Information about the tests, scoring procedures 
and detailed instructions necessary for administra- 
tion of the battery of tests can be obtained from 
Miss Antie Price, O.T.R., 509 West Oakdale, Chi- 


transfer of handed- 
ness in groups of stut- 
terers than in normal 
groups® 2% 2, 25 
Many of the early theo- 


trical stimulation of this 
area in the living brain does produce a simple 
muscular contraction and kinesthetic sensation, 
but not the degree of cordinated action we 
describe as movement. Injury here produces vary- 
ing degrees of paralysis and impairment of muscle 
sense, but not necessarily a loss of previously de- 
veloped motion patterns.’* There must be other 
centers, or elaboration areas, whose function it is 
to assimilate kinesthetic, tactile and visual impulses 
into action patterns and to organize and implement 
these movements when voluntary motion is de- 
manded. The exact location, number and size of 
such areas, and the extent to which they function 
unilaterally, has not been definitely established. 
This is due in part to the fact that association areas 
of this sort are silent in response to electrical stimu- 
lation unless they are in use—unless a voluntary 
skilled act is being performed at the moment of 
stimulation. Furthermore information on arm 
and hand use and specific disability which could be 
coordinated with autopsy findings has often been 
inadequate. Certain pathological findings in the 
nature of apraxias and agnosias,” * ™ as well as the 
fact that we unquestionably exhibit laterality of 
upper extremity function, tend to support the view 
that these skill elaboration areas may function uni- 
laterally. These principles apply to the whole 
motorium of the human body, but the phenomenon 
of laterality is limited by and large to the upper 


ries and most of the test- 
ing procedures were developed by researchers inves- 
tigating this phenomenon. At the present time 
laterality abnormality is no longer cited as a causa- 
tive factor in stuttering after many unsuccessful 
efforts to prove it the sole cause. Rather stuttering 
and handedness difficulties, as well as behavior 
problems, if they happen to coincide in the same 
individual, are now often considered the result of 
another variety of dominance: the domineering 
parent.” 7° This is the parent who tends to pre- 
scribe very high standards to which the child must 
conform without much regard for his individuality. 
Thus pressure and sometimes punishment is applied 
to insure that he is right-handed, and he is criticized 
for uneven and imperfect speech even during the 
formative era of language development when this 
is to be expected. All this, in conjunction with 
countless other pressures applied by the parents, 
tends to produce a very diffident and insecure child 
who stutters, who may have reading difficulties and 
who shows behavior problems. 
Eyedness 
As in language there is an element of unilateral- 
ity in vision. Sight itself is bilateral, one half of 
each retina being served by each hemisphere. Sight- 
ing, however, or the visual fusion necessary for 
three-dimensional vision and development of direc- 
tional sense, is determined unilaterally. The major 
eye has been described as voluntarily assuming the 
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correct position to obtain the desired field of vision, 
whereas the minor eye accommodates to it to obtain 
visual fusion by a separate, automatic, reflex mech- 
anism." 77 

All three of these complex functions—hand 
skill, language and visual fusion—find their cul- 
mination in man’s most intricate activity: writing. 
It may be said that laterality develops primarily 
to make this skill feasible, and also that most later- 
ality problems locate around this focus. It must 
be borne in mind that, although in normal man 
one hemisphere usually assumes the major role 
in all of these functions, this is not always and not 
necessarily so. About 5% of the aphasics studied 
demonstrated lesions in the minor hemisphere’ ** 
and in 20-66% of various groups under considera- 
tion the major eye was not on the same side as the 
major hand.* 


The Genesis of Laterality 


What then determines the major hemisphere? 
Laterality is considered an acquired skill that de- 
velops on a specific side and to a certain degree as 
the result of a predisposing hereditary factor. Two 
aspects seem evident in the determination of a 
major side: (1) the degree of laterality, and (2) 
the actual choice of side. These factors are congenital 
and considered by most students of the subject to be 
hereditary.® Just how they are inherited 
and whether right-handedness is really a Mendelian 
dominant trait is open to question, however. In 
the general population about 90% are right-handed 
and 10% left-handed.* The larger group is 
made up not only of those who were inherently 
right-handed, with all degrees of laterality, but 
also those who were left-handed with a weaker 
degree of laterality but became right-handed be- 
cause social pressure is all toward the right. The 
remaining 10% are the inherently strongly left- 
handed. There is, of course, nothing physiolog- 
icaliy or neurologically wrong with being left- 
handed except that one is in the minority. 

The tendency to prefer one specific side to a 
certain degree is present at birth and, according to 
some, can be predicted in the tonic neck reflex, a 
normal characteristic of postnatal posture.“ ** The 
reflex is bilateral but the head is usually turned 
more frequently to the side that will eventually 
take the lead in laterality. However laterality as 
such has not been established because it is expressed 
in terms of learned skill which of course the new- 
born does not possess. As the child and his neuro- 
muscular structures mature he lays down, through 
constant practice, the patterns that will eventually 
represent both laterality and competence in higher 
skilis. Beginning with the perfection of the eye 
movements during the reign of the tonic neck 
reflex, he proceeds through various fairly well de- 
fined stages of bilaterality and unilaterality to the 
initiation of speech and manipulative hand activity 
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by the age of one. As development continues it 
provides well-established laterality as well as suf- 
ficient language and motor skill to begin writing 
at about the age of six, with further refinements 
until well into puberty. In the arm this is not 
so much a matter of strength or brute force but 
of skill and coordination, although the major arm 
is often found to be the stronger because of 
greater use. 


Laterality Problems 


The problems arising in connection with lateral- 
ity, the recognition, definition and solution of which 
is the primary objective of this study, are not prob- 
lems of right-handedness or left-handedness, of 
so-called “crossed laterality,” or of true ambidexter- 
ity in which an individual develops specific skills 
in each hand. Rather, we are concerned with 
ambivalence, ambilaterality, or the failure to de-— 
velop a unilateral proclivity, with efforts to learn 
the same skill with both hands at the same time. 
It has been said that the greater the unilaterality in 
a normal individual, the greater his skill;* 7 that 
is, the more consistently he develops one arm and 
its cortical elaboration area, the more effective the 
results. It must be borne in mind, however, that 
very few even highly skilled activities are strictly 
unimanual; the minor hand has an essential, though 
necessarily an assistive or secondary role in stabiliz- 
ing, supporting or guiding material for the major 
hand and, in some gross activities where strength 
and stability are primary requirements, both arms. 
may assume equal roles. 

The Effect of Disability 

Published studies of laterality with physically 
disabled individuals can be enumerated on the 
fingers of one hand. Handicapped subjects, except 
for those with speech and reading difficulties, have 
been carefully avoided by those investigating later-. 
ality trends in the general population because a 
differential impairment of the arms or hands pro- 
duces an additional variable which is difficult to- 
cope with statistically. However both hearsay and 
experience have indicated that challenging prob- 
lems arise when the effective development of later- 
ality is impeded or when established laterality is. 
disturbed by upper extremity impairment. 

Laterality plays a more consequential part in. 
cerebral-palsied children than in normal or even 
in youngsters with other handicaps. In the first 
place their greatest problem is often in the acquisi- 
tion of basic gross activities, not to mention fine 
skills. The period of practice required to make: 
a skill automatic and precise may be prolonged 
and often cannot be initiated without specific pre- 
training in the form of therapy. Since the injury 
is often in the cortex or in the commissural and 
control centers, cerebral laterality can be directly 
affected and with it the development of skill. Fur- 
thermore, the cerebral-palsied child is not as adap- 


pe 
ptt 
te 
J 
& 
% 
‘ 
: 


i. 


table as the normal child; he has fewer resources 
and must make the most of any asset. Failure to 
achieve laterality, and with it the benefits that 
accrue from unilateral training and cortical asym- 
metry, may put an additional burden on the already 
impaired ability to function. 

Occupational therapists in the physical disabil- 
ities area, who administer intensive training in 
skills, must have a clear concept of each patient's 
laterality and handicap so that they may work with, 
rather than against, his greatest potentials. This 
is especially true with children whose laterality and 
skill patterns are not completely established. Fur- 
thermore the occupational therapist, one of whose 
most vital contributions is in the realm of observa- 
tion, evaluation and measurement, is often called 
upon to define and solve problems resulting from 
the impact of disability and laterality. However she 
has no practical and valid instruments, no standards 
and no clear concepts to guide her. It is hoped 
that this study will be successful in allaying some 
of the apprehensions and misapprehensions con- 
cerning laterality in physically handicapped chil- 
dren. 

METHOD 


In developing an instrument to measure lateral- 
ity in physically handicapped children we were 
not interested in finding out what proportion is 
right-handed, left-handed or ambilateral, or what 
differentiates “acquired” from “natural” handed- 
ness. Rather tests needed to be evolved that would 
indicate for each individual where his greatest po- 
tentials for the acquisition of fine hand skills are 
located, in terms of differential disability as well 
as the predisposing factor, and to what extent he 
is utilizing this potential. Merely placing him in 
a category—right-hanled, left-handed—was not 
enough; it was necessary to obtain a pattern, a 
profile of his ability, and this demanded a new 
approach in laterality testing. 

Two methods have been widely used in handed- 
ness testing. The first, the single index, in which 
the child is subjected to a single more or less com- 
plex procedure, may be valid as long as the in- 
dividual has developed consistent unilaterality. 
However it cannot outline a pattern or define a 
problem. Furthermore it has been found that each 
additional variant factor that a single test attempts 
to measure reduces its reliability. 


The second method is a battery of tests or a 
questionnaire. The battery ¢--inciple can be sound 
and effective in obtaining a laterality profile. It 
has been most widely used with physically handi- 
capped children although efforts are made from 
time to time to discover a single index that would 
be practical for clinic use. However the effective- 
ness of batteries can be weakened by a tendency 
to become too large or too long, with the emphasis 


on the quantity rather than the reliability of items 
or on the accumulation of masses of data from the 
repeated application of unappraised tests. 


Selection of Tests 


The instrument required to give a useful lateral- 
ity profile in problem cases, it is surmised, should 
be a battery of a limited number of tests of a high 
degree of validity, each of which reliably measures 
the differential performance of a skill unquestion- 
ably involved in laterality. 

The following criteria were evolved for selecting 
tests to be included in a handedness battery: 

1. Requires the active use of only one hand at a time. 

2. Does not prejudice one side by position, direction of 
motion, etc. 

3. Is within the capability of handicapped children. 

4. Is not too easy—it should challenge the subject’s 
ability to the degree where laterality, preferred use or 
better use, comes into play. 

5. Does not require unusual, complex equipment. 

6. Results can be noted easily and objectively in nu- 
merical form in terms of units, seconds, inches, etc. 

7. Does not attempt to measure too many variant fac- 
tors. 

8. Is a reliable measure ,of laterality in actual use. 


Each criterion was found to be essential and of 
equal importance in application to the selection of 
tests that would be both practical and reliable. 
Unfortunately very few tests already in use or 
recommended in the literatuze measured up to 
these standards and it was necessary to adapt and 
improvise. A battery was finally developed, fol- 
lowing considerable experimentation, as the major 
effort in the clinical phase of this study. 


Selection of Subjects 


Tests were applied to 105 subjects ranging in 
age from five to twenty years, including 59 males 
and 46 females. Ninety of these were physically 
handicapped youngsters in residence at the Illinois 
Children’s Hospital-School and 15 their normal 
siblings. The roster of disabled youngsters may 
be considered selective, since only those who were 
presumed to be able to perform the tests with both 
hands and those in a suitable working position 
(capable of sitting) were included. The handi- 
capped group was divided into the following cate- 
gories: 

1. No hand involvement (NH) 

Twenty-one subjects with no disability in the upper ex- 
tremities, including paraplegia, spinal palsy, osteogenesis 
imperfecta, and a few selected cases of poliomyelitis; nine 
of these had congenital disability, twelve acquired. 

2. Poliomyelitis (Po) 

Twenty subjects with unsymmetrical, largely pattern- 
less weakness characterizing poliomyelitis. 
3. Muscular dystrophy (MD) 

Fourteen subjects with symmetrical weakness, usually 
progressive; three amyotonia congenita, one Merzbacher- 
Pelizaeus syndrome, as well as true progressive muscular 
dystrophies were in this group. 

4. Arthritis (A) 

Nine subjects whose disability involved primarily the 

joints. Besides rheumatoid arthritis (Stills disease), two 
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cases with congenital absence of bones or joints in the 
hand, one each of dermatomyositis and osteogenesis im- 
perfecta completed this group. 


5. Cerebral = 


Of this group pf 26, 12 were diagnosed as spastics, 12 
as athetoids, and one each as mixed or ataxic. All but two 
had congenital defects. Eleven additional patients under- 
went routine laterality testing in treatment on prescrip- 
tion, and seven had both the routine tests plus the research 
battery. Finally, 24 cerebral-palsied patients were tested 
on the completed battery. 


Administration of Tests 


Over a period of two and one-half years the 
various items of the battery were administered in 
one sitting to each subject individually by the same 
tester. Every effort was made to adhere to the 
rules of examination procedure in regard to physical 
comfort, distraction and the elimination of variables 
in order to obtain a reliable result. The subjects 
were told that they were helping to evaluate skill 
tests and mention of laterality was minimized. Co- 
operation and attitude were generally very good. 


Since the scores of the tests showed a considerable 
range in number and were expressed variously in 
terms of units, inches or seconds, they could not 
be totaled for each hand to obtain a laterality sum. 
Besides we were not interested in total scores but 
in the relationship between the arms, in the ratio 
of the scores for each type of test. Therefore all 
the scores were converted into percentages accord- 
ing to the following formula: _M_ (M: Major, 

M+m 
m: minor). Fifty per cent represented the mid- 
line or equal scores; 100% showed total incapacity 
or disuse of the minor hand; over 50% meant 
greater use or skill in the major hand; under 50% 
was equivalent to superiority or greater prefer- 
ence for the minor hand in that test. 


In addition to the testing, the hand used in writ- 
ing and eating was observed on each child in the 
school room and in the dining room. From the 
records information was obtained on heredity, age 
of onset of disability, previous handedness, evidence 
of transfer, seizure activity and electroencephalo- 
graphy. Every cerebral-palsied child was examined 
for a tonic neck reflex. A numerical muscle 
strength or joint motion index for the upper ex- 
tremities as well as the ratio of disability between 
the two sides was computed from muscle and joint 
examinations given by physical therapy in an 
effort to gain a more objective and more graphic 
view of the handicap. To obtain the muscle 
strength index, 12 major muscle groups in each 
upper extremity were given a value of 5% 
(normal), with double value (10%) for the four 
most important groups (shoulder, elbow, finger 
flexion and thumb opposition), making a total of 
100% for each normal arm. The degree of varia- 
tion from normal was easily obtained by transcrib- 
ing the numerical system used to grade muscles 
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(0-none, 1-trace, 2-poor, 3-fair, 4-good, 5-normal), 
doubling the amount for weighted groups. The 
joint range index was based on the percent of 
total (average-normal) motion expected for each 
joint, and computed separately for each joint, using 
the same basic motions included in the muscle 
strength index, and giving double value to the 
four most significant groups. The information 
about each child as well as the results of the testing 
were posted on a card for easy reference. 


FINDINGS 


Validity of Tests 


Any discussion of the findings, conclusions drawn 
therefrom and recommendations based on test data 
are worthless unless it is certain that the instru- 
ment used measures laterality and does so with a 
high degree of competence. Since the eight criteria 
outlined earlier were strictly adhered to in the 
selection of the tests, certain variables were already 
eliminated. However it was also necessary to 
analyze each item in terms of reliability in 
actual use. 

The criterion for validity in each test was the 
frequency with which the major hand, as deter- 
mined by the hand habitually preferred for writing 
and eating, was the hand that scored either greater 
preference or greater skill. At least 75% of the 
subjects tested had to demonstrate this agreement 
for the test to be considered valid. Equal scores 
with both hands as well as better scores with the 
minor were adjudged invalid. 

Preference: Habit Items 

Preference of habit items, or the hand used to 
perform certain activities of daily living, has al- 
ways had a prominent role in the determination 
of laterality, in many instances comprising all or 
most of the test or questionnaire. Since those ac- 
tivities requiring some degree of manipulative skill 
are unquestionably influenced by laterality, and 
since we may assume that the hand habitually used 
is more suited to its task than the other as a result 
of predisposition or practice or both, selected items 
of this nature were considered trustworthy indices 
of handedness. Furthermore in handicapped chil- 
dren especially, problems revolve around and must 
be solved for the sake of specific training in the 
two most important of these functions: eating and 
writing. 

In selecting the activities to be considered for 
evaluation in this study, batteries and questionnaires 
presented in the literature were consulted. Im- 
practical and untrustworthy items were at once 
eliminated according to the basic criteria outlined 
earlier, among them the baffling and equivocal 
bimanual activities (including sweeping, holding 
a bat, lacing a shoe); those activities that prejudice 
one side because of position, direction of motion, 
or conformity to social pressure (operating a light 
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. TABLE I. VALIDITY OF HABIT ITEMS 


Activity No. of Prefeered Hand Validity Comment 
Subjects Major Minor Equal 

Writing (if unable: color- 105 95 5* 5 90% *Only writing retained in more 

ing, scribbling) disabled arm after onset of 
handicap. Item retained. 

Eating: self-feeding with 105 95 0 10** 90% **3 undergoing spontaneous 

a utensil, handedness transfer. Item re- 
tained. 

Buttoning: 3 small but- 51 30 21 0 59% 41 buttoned according to sex 

tons on front of body. (boys left; girls right); 8 
used major because “sex” hand 
too disabled, esp. the thumb. 
Item rejected. 

Bow Typing: Shoestring 50 22 25 3 44% Followed both buttoning and 

on a board on the table. laterality in an equivocal pat- 
tern, Item rejected. 

Sighting Eye: looking 42 24 17 1 57% Preferred eye instead of hand. 

through small hole into Item rejected. 

peepshow. 

Sucker: removing paper 41 13 14 7 32% 7 held sucker in major hand 

wrapper. and unwrapped with mouth. 
Item rejected. 

38 21 14 3 54% Major hand held bead. 

Stringing Beads: 6 round 

beads on shoestring. 38 28 9 1 73% - Action by major hand (string 
or bead.) Item rejected. 

Receiving: pencil from 33 27 6 0 80% Lateral influence. Item re- 

right hand of tester. jected. 


switch, faucet, doorknob; catching a ball; shaking 
hands; wearing a wristwatch); those activities not 
considered within the capacity of most handicapped 
children (striking a match, dealing cards); and 
those that require subjective determination of the 
major role (threading a needle, winding yarn), as 
well as tests in these categories and others indicated 
by reports in the literature to be unrelated to later- 
ality (clasping or folding arms, or hands) 3 3” 38 

The remaining activities, including some about 
which we were doubtful, were tried out on the 
various groups of subjects; the results are shown 
in Table I. 


Further items were checked on a limited number 
of subjects (12 cerebral-palsied patients). Of 
these, using crayons, toothbrush, comb or scissors 
were found to be highly reliable (90-100% ); in 
several subjects transferring handedness, especially 
from right to left, cutting with (right-handed) 
scissors was the last function to be converted. Other 
activities that were found to be unreliable included 
waving goodbye, drinking from a cup (both hands 
were too frequently used), operating a zipper and 
untying a bow (50-72%). 


Preference: Tests 


Each habit item represents a single index that 
does not lend itself readily to quantitative analysis. 
It has been found desirable to determine with what 
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frequency the major hand is used in certain skilled 
tasks unrelated to habit or previous training. These 
are the so-called preference tests, in which the 
subject is asked to manipulate a prescribed number 
of units, the number of times each hand is used 
being counted to obtain a laterality ratio. In select- 
ing these items it was again necessary to apply the 
criteria, thereby eliminating many tests that were 
bimanual, prejudicial, required unusual equipment 
or subjective evaluation, and many that were too 
easy. The remaining tests are analyzed in Table II. 

All the subjects on the clinical series could 
handle the Susie test. However, it has proved too 
difficult for some cerebral-palsied patients with 
severe physical or visual perceptual difficulty. For 
these a series of substitute tests in a descending scale 
of difficulty was found effective. The series con- 
sist of: 


1. Round Peg Board: removing and replacing 
six pegs in holes in corresponding color sections of 
a circular board. 

2. Blocks: moving six large blocks from table to 
a box. 

3. Pointing to objects: Lotto cards, small toys, 
shell game, etc. 

These items were given, through a misunder- 
standing, to a few subjects for whom they were 
too easy as well as to those for whom they presented 
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TABLE II. VALIDITY OF PREFERENCE TESTS 


Test No. of Preferred Hand Validity |Comment 

Subjects Major Minor Equal 
Susie Dish: Placing 15 105 85 20 o* 80.9% 58% placed all 15 units with 
form blocks into corre- the major hand. *Odd number 
sponding holes on lid of obviates equal scores; error now 
dish. corrected (12 units). Test ac- 

cepted. 

Hammer: Pound down 6 33 14 7 12 42.2% Large proportion of equal 
tacks distributed on a soft choices. Test rejected. 
board. 
Gun: Strong gripping re- 28 25 2 1 91.6% Equipment not readily available. 
leases rubber rings (6). Test rejected. 
Maiibox: Placing 12 form 14 10 3 1 78.5% Prejudiced by equipment and 
blocks into holes on 3 tester: box must be turned. Box 
sides and top of shaped too high for small subjects. Test 
box. rejected, 


a challenge. It was found that each test was valid 
for an individual only if he was too disabled to 
perform the next highest test in the scale. The 
more difficult a test he could perform the less valid 
the results were for the easier tasks. Thus the 
subjects were able to achieve valid results (80% ) 
on their top tests, but just approached validity 
(75%) on the next easier test, and tended to 
receive equivocal results (50%) on all tests be- 
low this. 


evidence of either complete or partial transfer of 
handedness, unconsolidated laterality, or a better 
minor hand; the rest occasionally led with the 
minor hand for no apparent reason. 
Skill Tests 

If orthodox procedure were being followed, the 
analysis of testing measures would end here. It 
has been customary in determining laterality in 
both normal and handicapped children to rely 
almost exclusively on preference, using habit items 


TABLE III. LEAD BY DIAGNOSTIC GROUPS 
Lead, Major Hand N NH Po MD A CP | Total 
All Tests (100%) 100% 81% 70% 64% 56% 82% 17.2% 
Most Tests (80-60% ) 19% 30% 22% 33% 13% 18.8% 
Half of Tests (50%) 7% 5% 2.0% 
Less Than Half (40-20%) 7% 11% 2.0% 


Preference: Lead 


Another aspect of preference that is given con- 
siderable weight on many laterality tests is lead, 
or notation of the hand that initiates activity. In 
each item presented in the clinical series the sub- 
ject was given complete freedom in choosing the 
hand that was to perform first. Influencing this 
choice by suggestion or placement of the material 
or utensils was carefully avoided. Lead was sim- 
ply indicated by underlining the score of the hand 
that initiated the activity. Only on simultaneous 
bead transfer did lead not apply. On the prefer- 
ence test (Susie Dish) some of the weaker sub- 
jects tended to pick up the units with one hand 
and place them with the other. In this case lead 
was ascribed to the hand that manipulated (placed) 
the units; in most instances this was the major 
hand. The proportion of the tests on which lead 
was consistent with the major hand, outlined by 
diagnostic groups, is given in Table III. 

Nineteen of the 36 subjects who failed to lead 
with the major hand on one or more tests showed 
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and multiple choice tests. However since we were 
interested in finding solutions to individual chil- 
dren’s problems rather than determining their 
laterality per se, it was found necessary to search 
for additional methods to get at the crux of the 
difficulties. An analysis of 11 cerebral-palsied 
youngsters with presumed laterality problems who 
were given only preference tests indicated that al- 
though these tests were able to elicit the presence 
of a problem in seven of the cases, in none were 
they able to define the problem or indicate causa- 
tive factors. In 11 similar subjects who were given 
skill tests, the presence of a problem was pointed 
up in each case and the difficulty could be defined, 
explained (and solved) in nine of the cases. 

‘fests of comparative skill seem essential to a 
fairly definitive laterality battery, since it is for the 
sake of skill that laterality develops and in terms 
of comparative ability that laterality is expressed. 
Therefore a number of instruments of this nature, 
again selected according to the eight criteria, was 
devised and evaluated. In all these tests the activ- 
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TABLE IV. VALIDITY OF SKILL TESTS 


Test No. of Better Hand Validity |Comment 
Subjects Major Minor Equal 
Tracing: Trace with pen-| (a) 104 90 11 0 86.5% Originally tracing paper used; 
cil 10%” circle andj (b) 72 67 2 3 93.0%  |tracing directly over line printed 
10%4” star. Total cir- on paper facilitated scoring. 
cumference 23” Test accepted. 
Bead Transfer: Grasp and| (a) 69 43 26 0 62.1%  |\Each hand separately: practice 
transfer 3 handfuls of as-| (b) 45 27 18 0 60.0% effect on minor hand of able 
sorted 4%” beads from subjects (major usually led). 
box of 1000 into empty 
box. 
(a) 36 26 8 72.2% Both hands simultaneously: re- 
(b) 28 22 5 1 78.5%  |duced practice effect. Test ac- 
cepted conditionally. 
Bead Speed: Pick up 1 at| (a) 93 61 18 14 65.6% Practice effect in able subjects. 
a time %” cube beads} (b) 67 44 11 12 65.6% Instructions sometimes hard to 
and drop into 334” high follow (one at a time). Test ac- 
jar, in 15’. cepted. 
Peg Speed: Place 6 shaped| (a) 91 60 26 5 65.9% 9 subjects unable to perform 
pegs in small holes in ver-| (b) 67 42 20 5 62.6% with minor hand; practice ef- 
tical board, timed. fect in able subjects. Too many 
variables. Test rejected. 
Punch: Perforate Y%” tar-| (a) 43 30 10 3 69.7% Difficult to administer; instruc- 
gets (concentric circles)} (b) 29 20 7 2 68.9% tions hard to follow. Results 
on paper with push-pin, equivocal: too many factors. 
in 15’ Test rejected. 
Block Speed: Pick up 1; (a) 34 24 9 3 70.5% Alternate for more difficult bead 
at a time and drop into| (b) 22 17 3 2 77.2%  |speed. Too easy for able sub- 
flat box 6-1” cubes, jects. Test accepted. 
timed. 


ity was performed first by one hand (subject’s 
choice) and then under precisely the same condi- 
tions by the other. Results were measured objec- 
tively in units, inches or seconds; subjective analysis 
—"“seems to perform better’—could not be ac- 
cepted for statistical analysis. 


The results were analyzed twice, as indicated in 
Table IV, once (a) in terms of the total group 
tested (105 subjects), and again (b) in terms of 
only the unilateral subjects (73). The 32 sub- 
jects omitted from group (b) showed discrepancies 
in disability (specific unmatched disabilities dis- 
tributed on both sides) as indicated by muscle 
strength and joint motion charts or had effected a 
partial transfer of laterality as the result of an 
encroaching handicap. 

Efforts to find a successful test for strength of 
grip have so far met with failure. The literature 
has also reported difficulties with items of this 
nature,** “ the only successful test being the simul- 
taneous use of two dynamometers,*’ equipment 
not readily available in most occupational therapy 
departments. Throwing (for distance with a non- 
bouncing or non-rolling object) has recently been 
included but not tested on the original subjects. 
The punch test and the. peg test apparently at- 
tempted to measure too many factors and presented 


difficulties in their present form. Others have 
experienced difficulties with peg-placing tests which 
are apparently more readily subject to a practice 
effect unless performed simultaneously by both 
hands.“ Our own experience with the Purdue 
peg-board has borne this out but the literature un- 
fortunately does not contain any reports on this in 
terms of laterality. 


The bead transfer and bead speed tests also 
manifested difficulties with a practice effect result- 
ing in a large proportion of negative scores among 
the more able subjects; however since the two tests 
gave valid results in the more disabled groups, for 
whom they were intended ( poliomyelitis, muscular 
dystrophy and cerebral palsy; the arthritics were 
equivocal in all areas), they were retained in the 
battery. Table V indicates validity of the tests by 
diagnostic groups, the classifications: (a) total 
group, and (b) in-discrepant group again being 
used. 


Additional information was also gained in rela- 
tion to the bead transfer test. It was considered 


valuable to obtain the hand size of the subject, 
using a gauge that measured width at the meta- 
carpo-phalangeal joint (thumb excluded) and 
length from the base of the hand to the tip of the | 
middle finger. Although this did not correlate 
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TABLE V. VALIDITY (%) OF SKILL TESTS BY DIAGNOSTIC GROUPS 


(a) Total Group (b) Unilateral Group 

Test N NH Po MD A cP PO MD A CP 
Tracing 93.3 90.9 95.0 78.5 50.0 84.5 91.6 85.7 100.0 92.8 
Bead Transfer 

Separate 43.7 71.4 50.0 57.1 76.1 80.0 40.0 50.0 91.6 

Simultaneous 66.6 73.3 50.0 75.0 100.0 71.5 100.0 100.0 100.0 50.0 
Punch 66.6 80.0 60.0 100.0 0.0 69.2 100.0 100.0 0.0 60.0 
Peg Speed 40.0 $2.3 77.7 $3.3 50.0 88.2 90.0 71.4 33.3 90.9 
Bead Speed 46.6 50.0 76.4 $3.3 37.5 85.7 100.0 71.4 66.6 83.3 
Block Speed 50.0 82.9 66.6 48.4 100.0 75.0 80.0 50.0 100.0 

significantly with the total number of beads ob- 1. Heredity. 


tained—disability was apparently a more potent 
factor—the few cases that showed a discrepancy 
in the size of the two hands tended to show a sim- 
ilar discrepancy in the bead transfer scores. 

The completed battery of one preference and 
four skill tests was finally used with all the cere- 
bral-palsied patients currently in the treatment pro- 
gram; results are indicated in Table VI. 


For the non-cerebral-palsied subjects no record 
of familial handedness was found in the case-his- 
tories and in only six cases was there a note of 
laterality before onset of disability. Sixteen of the 
25 cerebral-palsied cases reported such information. 
Of these, eight were right-handed subjects (50% 
of all the right-handed cerebral-palsied) and six 
reported right-handedness in the parents. The 


TABLE VI. VALIDITY OF FINAL BATTERY 
(Cerebral-Palsied Subjects only) 


Preference Skill 
Bead Bead 
Subjects Number Susie Tracing Transfer Speed Throwing 
(b) With discrepancies 18 94.4% 100.0% 88.8% 81.3% 100.0% 
(c) With discrepancies 6 50.0% 66.6% 33.3% 33.3% 83.3% 
(a) Total Group ......... 24 83.3% 91.7% 75.0% 71.4% , 91.7% 


Seventeen of the 24 subjects tested were pre- 
sumed to have no laterality problems; on all 17 
the battery elicited no problems. Five were so 
disabled on the minor side that they were unable 
to perform three of the four skill tests with that 
hand, bead transfer being the only test that all 
could perform with both hands. 


Seven subjects had laterality testing prescribed 
at one time or another and were presumed to have 
problems; the tests indicated in two cases that the 
problems were resolved, and in two cases defined 
the problem and indicated a solution. In the 
three remaining cases the battery elicited the pres- 
ence of a problem and a partial definition, but it 
was felt that repetition of some of the items and 
the addition of further information (such as a 
muscle examination where none existed) were 
necessary to the solution. In no case was there any 
doubt about the hand that possessed the greater 
potential for writing. 

Ancillary Findings 

Other information obtained about each subject 
to correlate with the test findings resulted in the 
following observations: 
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eight left-handed subjects who had familial infor- 
mation represented 75% of the left-handed cere- 
bral palsy group. They reported either in terms 
of distant relatives who were left-handed, or “no 
left-handedness in family.” This dearth of infor- 
mation warranted no conclusions except that par- 
ents of left-handed cerebral-palsied children are 
more apt to make a statement about laterality in 
their family, either denying it or searching for 
evidence of left-handedness. 

2. Disability index 

The muscle strength and joint motion indices 
computed from tests made by the physical thera- 
pists proved useful in assaying the amount and 
distribution of disability in cases where loss of 
strength or joint motion constituted the handicap. 
Muscle strength indices were obtained for all sub- 
jects in the poliomyelitis and muscular dystrophy 
groups and for two-thirds of the cerebral-palsied 
group. In the former groups they proved invalua- 
ble in delineating a true picture of disability. In 
the cerebral-palsied group they gave fairly accurate 
indications in the atonic cases, but were only rela- 
tively useful with those whose symptoms were not 
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primarily weakness but rather involuntary, uncon- 
trolled and incoordinated motion. 

3. Sex 

For the group as a whole there was a slightly 
greater incidence of left-handedness among the boys 
(6%); however, this may have been influenced 
by the fact that the normal youngsters, who had 
the smallest proportion of southpaws, were also 
the only groups to contain less males (27%) than 
females. In other aspects of the testing program, 
as well as the ancillary findings, no significant sex 
differences were elicited. 

4. Age 

Although of course the raw skill scores showed 
gradual improvement with age, the ratios of only 
the tracing scores seemed to be influenced by age, 
demonstrating less difference in skill between the 
two hands as the subjects grew older. Other find- 
ings, such as preference and disability ratios, were 
not significantly affected by age. 

Other correlative findings from the medical his- 
tory, such as age at onset, electroencephalography, 
etc., will be discussed in relation to the diagnostic 
groups to which they specifically pertain. 


Summary of findings in various diagnostic groups 
1. Normal 


Of the 15 normal youngsters tested, one was 
left-handed, giving a ratio of 93% which corre- 
sponds closely to that of the general population.® 
10, 33 No ambivalence was found and a picture 
of strong unilaterality was presented, especially in 
preference and on the tracing test. However the 
tests that presented little challenge to this undis- 
abled group (bead transfer), or tended to be sub- 
ject to a practice effect (bead speed, peg) were 
often performed equally well or better with the 
minor hand, resulting in unreliable ratios for the 
group as a whole. 

2. No hand involvement 

In the group with no disability in the upper 
extremities, numbering 21, two were left-handed 
and one ambivalent, a proportion that still approxi- 
mates that of the general population. The later- 
ality pattern of this group was similar to that of 
the normal subjects except that they were not 
as strongly unilateral on the preference and tracing 
test and that they achieved a greater proportion 
of valid scores on the other tests, but remained 
significantly below the ratio desired for a reliable 
instrument. 

When matched by age these subjects averaged 
20% less skilled than the normal ones until the 
age of thirteen, but equalled or surpassed the nor- 
mal subjects above this age. One outstanding ex- 
ception was the case of thirteen-year old identical 
twins, where the handicapped (paraplegic) young- 
ster was considerably more skilled than his normal 
sibling. The fact that about half of the manually 
non-handicapped were less skilled than their nor- 


mal peers may account for the fact that as a whole 
this group tended to receive proportionately more 
positive scores on the tests where stress seemed 
to be a factor. It is of interest to note that those 
who had been disabled from birth averaged 25% 
poorer scores than those who experienced a normal 
birth and first year of life, irrespective of their 
maturity at the time the test was administered. 

3. Poliomyelitis 

The subjects with the asymmetrical loss of 
strength that characterizes poliomyelitis demon- 
strated the impact of disability on laterality. Six 
of the 20 were left-handed and two ambivalent, 
making a right-handed ratio of only 60%. They 
showed strong unilaterality on the preference and 
tracing tests, and as a group received reliable re- 
sults (at least 75% positive scores) on the remain- 
ing items. 

Ten subjects who suffered greater disability on 
their major side reacted in several ways: 

a. Immediate spontaneous transfer of function to 
the minor arm (four cases; average loss of strength: 
60% ). 

b. A reluctance to transfer despite apparent 
necessity to do so, resulting in: 

(1) Delayed complete transfer (one case; loss 
of strength: 69% ). 

(2) Partial transfer, relearning every activity 
except writing (one case; loss of strength: 61%, 
grasp intact). 

(3) Temporary transfer, reverting to the major 
hand as it improved (one case; loss of strength: 
35%). 

(4) No transfer, persistence in using the more 
involved major hand for learned skill, the minor 
hand assuming a more active assistive role (three 
cases; average loss in strength: 31% ). 

This reluctance to transfer and its specific solu- 
tions seems to depend on a combination of three 
factors: the patient's age, the strength of his orig- 
inal laterality bias and the amount and kind of 
disability. It was found that grasp must be intact 
for writing; no one with a loss of more than 45% 
of total strength in the major arm was able to resist 
transfer. Although in general the difference be- 
tween the two arms was greater in those who trans- 
ferred, the specific condition of the minor limb 
does not seem to be a factor, as long as it is rela- 
tively more able. In all these subjects the right 
arm was the major arm; for all the polios tested 
the right arms (regardless of laterality ) showed the 
greater disability in two-thirds of the cases. The 
ten subjects who were not faced with the necessity 
to transfer had either equal involvement or greater 
disability on the minor side. 

Using the medical records and muscle examina- 
tions on all poliomyelitis patients (37) admitted 
to the hospital-school between January, 1948, and 
January, 1953, the following information was 
elicited: 
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TABLE VII. DISTRIBUTION OF EQUIVOCAL RATIOS 
(13 CP’s with laterality problems) 


Preference Skill 
Eat Write Test Lead Trace B.T.* B.S.* Throw 

Group (a) 1 X = xX x 

xX 

3; xX x 

4 x x 
Group (b) X xX xX X 

». x xX 

3. xX x xX 

4. xX xX 

5. x xX 

6. xX xX x 
Group (c) 1. x } x 

2. | X x x 

4. x x | x 


*B.T. refers to bead transfer; B.S. to bead speed. 


If onset of the illness occurred before the age 
of six, fairly equilateral involvement of the upper 
extremities predominated (less than 5% difference 
in strength between the arms in 13 out of 15 
cases); between the onset ages of six and ten this 
trend continued in 55% of the cases; the rest re- 
ceived greater disability on one side (three out of 
five in the original major arm). Beyond the onset 
age of ten, two distinct patterns emerged: either 
the involvement in the upper extremities was equal 
(or there was no involvement above the waist), 
or it was more strongly unilateral (a difference of 
more than 5%). Of the total group 70% had 
greater involvement in the major arm. If polio- 
myelitis occurred after the age of twelve, all sub- 
jects experienced more disability on the major side. 

It is felt that this small sample does not warrant 
drawing any broad general conclusions about the 
relationship between previous laterality, age of 
onset, and distribution of paralysis in poliomyelitis 
as a whole. However the patterning of results 
suggests that further studies along this line with 
larger groups might yield some significant findings. 


4. Muscular Dystrophy 


The 14 youngsters who were subject to a sym- 
metrical congenital weakness (amyotonia con- 
genita) or a symmetrical progressive loss of 
strength showed a right-handed ratio of 86%, 
which is close to that found in the general popula- 
tion. Their muscle strength indices showed very 
little difference in power between the two arms 
(usually less than 1%) until contractures set in, 
and this trend was reflected in their response to the 
tests. Weaker unilaterality was shown on prefer- 
ence and tracing tests; the skill tests were within 
or close to the limits of reliability. It appears that 
with the symmetrical handicap laterality develops 
normally and that the characteristic weakness is 
disabling enough to make the tests challenging, 
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resulting in more reliable scores unaffected by lack 
of stress and a practice effect. 

Time studies in this group indicate that in many 
cases strength is lost at a differential rate in the 
two arms, in response to which a spontaneous tem- 
porary transfer of some or all functions may occur. 
Unlike the pattern in polio, the difference that 
prompts the change is usually slight (less than 
1%) and there is less reluctance to use the minor 
hand. In later stages when contractures in the 
position-of-use set in, the patient seems to react 
more like a polio or an arthritic, using continuously 
what is available regardless of laterality, but often 
retaining writing in the originally major hand. 

5. Arthritis 


The nine subjects suffering from disabilities re- 
sulting from lack or loss of joint motion included 
only four who were primarily right-handed, and 
of these only one was using consistently what con- 
stituted the better side. The involvement tended 
to be very erratic, with no pattern or symmetry, 
and in some cases contractures had developed in 
the position of disuse. Test results were also ex- 
tremely erratic, with 50% or less achieving positive 
scores on the tests, bead transfer excepted. The 
tendency to retain the original writing hand and 
transfer all or most other functions resulted in six 
cases of split laterality, and one other persisted in 
the use of a more disabled major hand. Despite 
a strong inducement to use what was less disabled, 
an effort to retain the major hand was apparent, 
often resulting in position-of-use deformities, which 
were either facilitating or eventually more dis- 
abling. 


6. Cerebral Palsy 


Sixty per cent of the cerebral-palsied group were: 


right-handed, in equal proportion in the spastic and 
the athetoid subjects. They received a reliable 


ratio of positive scores on all the valid tests except: 
251. 
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simultaneous bead transfer; the practice effect and 
lack of stress factor seemed to be of minimal im- 
portance in this group. Efforts to correlate data 
on seizures, electroencephalography and tonic neck 
reflex with laterality proved impractical because 
the small number who were subject to these factors 
presented equivocal findings. 

Of 44 cerebral-palsied youngsters, including 
those tested on the final battery as well as those 
seen in the original series, 13 were revealed to 
have laterality problems as shown by the profiles 
of the test results. The pattern of equivocal ratios 
(equal scores with both hands or better score with 
the minor hand) on habit items and tests, as well 
as the distribution of disability, divided them into 
three distinct groups as follows (see Table VII): 


Fig. 1. Susie Dish Preference Test 


Group (a). These subjects all had equilateral 
or midline lesions with relatively mild involvement 
and fairly adequate hand use. Two of them were 
spastic and two athetoid. In age they averaged 
six and one-half years, with evidences of some 
physical immaturity and mental retardation. Am- 
bivalence in choice of hand for any task was their 
primary difficulty. 


Group (b). These youngsters, four of whom 
were athetoid and one each spastic and ataxic, all 
showed evidence of differential lesions of both sides, 
with special defects and special abilities in each 
arm. As a group they were moderately disabled, 
often with poor hand use. They averaged nine 
and one-half years in age and numbered among 
them two with aphasia, one of whom had been 
subject to seizures. These youngsters were con- 
stantly experimenting with the enigma of a differ- 
ential disability (a good hand on a poor arm) and 
what to use most effectively for a given activity. 


Fig. 2. Tracing Test 

Group (c). All of these children, whose ages 
averaged thirteen, had clearcut one-sided or differ- 
ential disability. Two were athetoid and two spas- 
tics; disability ranged from mild to severe, with 
fair to poor hand use. No. 1 was in the process 
of spontaneous transfer from the less to the more 
able hand; No. 2 had resolved an earlier confusion 
in terms of special abilities on each side; No. 3 
was using special abilities on one side to advantage 
despite greater disability in other areas. In short, 
the problems of these children were not in their 


neuromuscular mechanism, but in the mind of the 
beholder. 


DISCUSSION 
A. Testing Instrument 


Detailed analysis of various tests and other pro- 
cedures in terms of validity for determining lateral- 
ity and effectiveness for elucidating laterality prob- 
lems, followed by the elimination of invalid, un- 
significant and impractical items, has resulted in 
the proposal of a standard battery of procedures, 
as follows: 

1. Observation of writing or writing activity (scrib- 

bling, coloring). 

2. Observation of eating with a utensil (spoon, fork). 

3. Observations of any of the following, at will: 

a. Use of scissors 
b. Use of toothbrush 
c. Use of comb 

4. Obtain a muscle strength or joint motion index and 

ratio. 

5. Administration of test battery: 

a. Preference test: 

(1) Susie Dish (Figure 1), or one alternate for 
more handicapped children: 
(a) Round Peg Board 
(b) Blocks 
(c) Pointing 

(2) Note lead for all tests given (preference and 
skill) 
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Fig. 3. Simultaneous Bead Transfer Test 


b. Skill tests: 

(1) Tracing (Figure 2). 

(2) Bead Transfer: 
(a) Simultaneous, if able (Figure 3) 
(b) Separately, if unable to perform bi- 

laterally (Figure 4) 

(c) Measure hand size 

(3) Bead Speed (Figure 5) or alternate for 
more handicapped: 
(a) Block Speed (Figure 6) 

(4) Throwing for distance (Figure 7). 


This battery represents a new departure in both 
content and method. It is felt that reduction of 
preference items in favor of tests of comparative 
skill, which is in line with the basic concept of 
handedness outlined earlier, resulted in a more 
meaningful and precise instrument. Furthermore 
the fact that the battery was designed to be used 
as a spot test, with a minimum of repetition, the 
fact that it is capable of providing an answer within 
a day makes it a more practical and much more 
efficient measure. 


The findings indicate that by accepting only 
those items for the battery that were unquestionably 
involved in laterality and of proven validity, this 
instrument was capable of reliably demonstrating 
handedness where it had already developed and of 
indicating the potentially more able side where 
laterality was not yet extant. Furthermore analysis 
of problem cases in all diagnostic groups demon- 
strated that the very pattern of the test ratios tended 
to point out the existing difficulty. This is, if two 
or more of the preference items (habit, test, lead) 
or skill tests gave equivocal or negative results 
(equal or greater score by the minor hand), a 
problem was surmised to exist and further scrutiny 
of the results was indicated. Detailed analysis in 
terms of other known factors (muscle strength 


AJOT VIII, 6, 1954 


index, hand size, special defects, etc.) served to 
explain the discrepancies in some cases and indi- 
cated that no real problem existed; in others defi- 
nite signs of ambivalence were detected, the pattern 
of disharmony indicating the source of the difficulty. 
In other words a child, who showed consistent 
results on the major side in all areas (preference, 
skill, the indices), had one unexplainable variant 
or an additional negative score that could be ex- 
plained on the basis of special defect, was consid- 
ered possessing essentially normal laterality; the 
existence of two or more unexplained discrepancies 
indicated some difficulty, further analysis of which 


OW 


Fig. 4. Separate Bead Transfer Test 


revealed in most cases a problem requiring atten- 
tion, often pointing out not only its origin but also 
the means of solution. 

Although the battery represents the best instru- 
ment the writer has been able to evolve after sev- 
eral years of experimentation and though it has 
been adopted for use in the definition of lateralir; 
problems, it is in need of some furth<cx’ supple- 
mentation and is capable of. <wnsiderable refine- 
ment. - 
The Stress Factor 


Analysis of the test results for all diagnostic 
groups revealed one significant factor that applied 
equally tc preference and to skill tests: the easier 
the test and the less challenge it presented to the 
subject, the less reliable it became in terms of 
laterality. The subjects with little or no manual 
disability were the ones who received a greater 
proportion of negative scores largely as the result 
of a practice effect. On the other hand even the 
subjects with equal or symmetrical involvement 
could demonstrate laterality reliably on the tests 
as long as they were disabled enough to require 
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top performance and maximum exertion to com- 
plete the activities. Thus it was found that the 
problem of stress, a variant inherent in each individ- 
ual according to age, experience and disability, 
was a disturbing factor in the reliability of the 
procedures and one that would render standardiza- 
tion of these tests on large unselected groups of 
children impractical. Laterality tests for the physi- 
cally handicapped need to be standardized on the 
physically handicapped; the use of normal or man- 
ually undisabled children as controls seems con- 


Fig. 5. Bead Speed Test 


traindicated, and borrowing tests from one group 
to use in the other without due evaluation seems 
unwise. 


B. The Solution of Problems 


Laterality problems in physically handicapped 
children may be divided into two categories: (1) 
those in children with normal early development 
whose established laterality was disturbed by uni- 
lateral or differential involvement; and (2) those 
in children with a congenital defect that resulted 
in unilateral or differential impairment of the arms 
or faulty growth of the central nervous system 
which interfered with the normal development of 
laterality. 

Our findings reveal that in the first category 
even a very disabling unilateral handicap on the 
major side, leaving a normal or much more capable 
minor arm, did not necessarily result in transfer 
of laterality. The amount of disability in the 
major arm seems to be only one of many factors, 
and a variable one from group to group. Thus 
a polio could resist change with a loss of almost 
50% of normal power, whereas a muscular dystro- 
phy would transfer to the minor hand if it was 
only 1% stronger than the left. The distribution 


Fig. 6. Block Speed Test 


of the disability, the age of the subject and the 
strength of his original laterality bias seemed to 
be factors of equal weight with the amount of loss 
incurred. 


A strong reluctance to transfer established writ- 
ing to the minor arm was noted, and in many cases, 
where sufficient grasp remained, this function was 
retained in the more involved major arm while 
all other activities were converted to the more 
able minor limb. 


Handling Disability-Induced Problems 


With these facts in mind it may be stated that 
it seems just as unwise to expect and force those 
with greater disability in the major arm to transfer 
all functions to the minor side as it is to expect to 
retain and retrain all functions in an established 
major arm regardless of the degree of disability. 
Rather than following a rigid formula at either 
extreme, the child should be given a chance to 
evolve his own solution in terms of his individual 
needs as well as his particular handicap. The op- 
portunity for uninhibited experimenting with his 
new physical set-up, and undergoing the testing 
itself, can be very helpful in showing both the 
patient and the therapist where the best solution 
lies. It is apparently not necessary that all func- 
tions repose in the same arm, and the practice of 
using special assets in each arm for specific func- 
tions or of retaining the writing hand but trans- 
ferring all other skills, has offered a satisfactory and 
practical solution in many cases. It is felt, how- 
ever, that a child with a loss of more than 50% 
of strength or motion in the major arm, including 
grasp, with greater abilities on the minor side, 
should be encouraged to transfer all functions de- 
spite some reluctance to do so. 
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These children, as well as those who effect a 
spontaneous transfer as a result of devastating dis- 
ability or weak original bias, need to be given time 
to make the decision and initiate the change, and 
then require assistance, support and specific train- 
ing to complete the conversion and establish the 
skills as quickly as possible. A conversion of 
handedness must be effected with the child, not 
forced on him against resistance nor expected to be 
completed by him without encouragement and 
help. 

It is felt that the tendency for temporary trans- 
fers typical of the progressive disabilities represents 
an effort to maintain the highest possible level of 
skill despite a waning power supply and should 
not be interfered with. Rather than building 
strong unilaterality for a life-time of use, these 
youngsters are attempting to prevent, with both 
hands, the inexorable destruction of their abilities. 


The Effect of Congenital Defect 


Lack of normal laterality development as a re- 
sult of disability incurred before birth or in early 
infancy presented entirely different problems. Since 
most of these cases were the cerebral palsied, the 
subject will be discussed from the point of view of 
this condition. 

The findings presented by the test battery divided 
the problem cases into three groups. Following 
this general pattern, three distinct problem entities 
may be discussed. 

(a) Immaturity. These were the subjects dis- 
covered by the battery to be alternating in the 
choice of hands on preference items. They were 
characterized by midline or symmetrical lesions, 
usually relatively mild, accompanied by neuro- 
logical immaturity and mental retardation. These 
children were bilateral; chance or opportunity 
seemed more powerful factors in the choice of hand 
used than cerebral laterality. They ate and at- 
tempted to write with either hand and generally 
showed equivocal results on preference items. How- 
ever, skill tests tended to give a more positive pic- 
ture and usually indicated fairly consistently the 
potentially more able hand. 

This bilaterality, which was normal at an earlier 
age, became a handicap when it persisted beyond 
the age of five and six because it interfered with 
the consistent development of higher skills neces- 
sary both to physical independence and communica- 
tion. Even a child who had minimal disability 
and had learned some skills in spite of his bilateral- 
ity, reached an impasse in the improvement of finer 
skills, especially writing, as long as he continued to 
alternate. 

The solution to those problems has been con- 
solidation of function in the potentially more able 
hand as indicated by the skill tests. In one in- 
stance where no consistent difference in skill could 
be elicited, the right hand was selected as the major 
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one, and laterality developed successfully on this 
side. Consolidation in these cases was effected by 
making the child aware of his better side; 
minimizing for a time activities that induced 
alternating or required both hands, and teach- 
ing new skills to the major hand. The more 
consistent and concentrated the training, the more 


tapidly consolidation and improvement in skill re- 


sulted. In some cases delayed laterality developed 
spontaneously without training; however laterality 
should be established by the time a child enters 
school, and waiting for delayed consolidation, with 
no assurance that it 
will occur, may be im- 
practical and injurious 
to the child. 

Although those 
tested tended to have 
mild disabilities, the 
severely handicapped, 
with symmetrical le- 
sions and essentially 
no hand function 
should also be in- 
cluded in this group. 
They usually indicated 
either hand when 
asked which they pre- 
ferred. They devel- 
oped no handedness 
because they had no 
hand function. We 
were confronted with the question of which 
hand to train. The tests were useless here 
because these children were unable ‘to perform 
any of the items. It was found, however, that if 
training was begun bilaterally with very simple 
activities, as function improved one arm was noted 
to learn more quickly and perform more ade- 
quately, one arm improved more rapidly than the 
other, eventually emerging as the major one. As 
hand function developed so did laterality. 


(b) Discrepancy. The discrepancy group was 
the largest and presented the most difficult prob- 
lems. These children had differential involve- 
ment on both sides which resulted in moderate 
disability and only fair hand use. The pattern 
elicited by the tests was not so much one of am- 
bivalence as inconsistency in relation to certain 
functions in terms of skill rather than preference. 
Since two-thirds of these youngsters were athetoids 
it was especially difficult to assay their disabilities 
and the tests had to be more heavily relied on for 
solutions. These children, as a result of special 
defects and abilities on each side, were still experi- 
menting at a rather advanced age (nine, ten) in 
an effort to find the most useful unit for certain 
tasks. 


Solutions in these instances had to be based on 


Fig. 7. Throwing Test 
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their individual problems with no formula for the 
group as a whole. It has been said that children 
of this type will use the side that has the better 
finger function for writing and the one that has 
the better shoulder for eating. This was not found 
to be generally true among our subjects, all except 
one of whom developed a unilateral proclivity de- 
spite their discrepancies. Besides that statement 
does not take into account the vital role of elbow, 
forearm and wrist. It has been found that the 
hand that possessed the better grasp was generally 
used for wriging; however, if it was on a less con- 
trolled, more incoordinated or tenser arm (elbow 
and shoulder), it was not useful for writing despite 
the better grasp. 


The case of a sixteen year old severely handi- 
capped spastic boy, with poor speech and writing 
ability, may demonstrate this. Although he ate 
and wrote with his right hand, it was noted that he 
picked up objects with his left. He was given a 
series of preference tests that involved handling 
small pegs and blocks, and performed all of them 
with his left hand. Then, since a problem was 
thought to exist, he was tested on the complete 
battery where the same pattern was reinforced by 
a superior bead speed score for the left hand. 
Analysis revealed, however, that although this boy’s 
left hand possessed a fine pincer grasp, which the 
right did not, the left arm was so incoordinated 
that he could not rely on it for any basic skills. 
The right hand had superior gross grasp and the 
right arm was capable of some controlled and 
coordinated motion. Therefore he used the right 
arm for eating, writing, and other basic functions, 
but also utilized the special skill of his left hand 
to pick up objects and place them in the right hand 
for manipulation and use. He had found the best 
solution to his particular problem. 


The throwing test in some cases revealed a 
superior shoulder; however, three of the subjects 
were able to throw better with the minor arm 
(i.e. the one not used for writing) not so much 
as the result of a superior shoulder, but because 
they possessed better release in the hand on that 
side. In these cases the hand that had better grasp 
showed poorer release; the hand that had good 
release had practically no grasp, the dart being 
wedged between the thumb and second metacarpal. 


In consolidating handedness for these children 
we were not trying to make them unilateral, but 
rather attempting to eliminate their ambivalence 
and settle the development of specific skills on the 
requisite side. That in some cases unilaterality 
resulted was in response to the individual's particu- 
lar make-up. In some of the cases where con- 
solidation was completed the children developed 
consistent laterality for basic skills, but continued 
to alternate in random, unskilled activities. Methods 
of consolidation were the same as used with the 


immature groups. In many cases these methods 
had to be applied more intensively because of the 


age of the patient. If a child persisted in his in- 
consistency beyond the age of ten, efforts at con- 
so'idation had to be very intensive to obtain results; 
beyond the age of fourteen the inconsistency or 
ambivalence itself could be considered the estab- 
lished laterality pattern, no longer amenable to 
change. 

Physical restraint was used in one case to force 
development of the writing hand, the question of 
unilateral seizures on the designated minor side 
being involved here. Results obtained from wear- 
ing the restraint were negligible and not worth 
the anguish felt by the boy in regard to the sling. 
It may be of interest to note that studies with rats* 
showed that binding up a limb for a period of time 
had no effect on laterality; forced practice, how- 
ever, was able to bring about a permanent transfer 
in some cases. Similarly immobilizing the frac- 
tured arm of a child for a period of months in a 
cast or sling did not bring about a transfer of 
laterality unless the member became more disabled 
as a result of the original injury. However if 
restraint is considered necessary to insure consoli- 
dation, it is felt that physical restraint in the form 
of a sling, splint or cast is less devastating than 
constant nagging or punishment. 


(c) Adult influence. This group included 
youngsters with all types of disabilities—symmet- 
rical bilateral, differential bilateral, and unilateral 
—who experienced no real difficulty with laterality 
itself, but whose problems resulted from misunder- 
standing and pressure applied by parents, teachers 
or therapists. In this category the problem was 
surmised to exist primarily in the eyes of the be- 
holder. However other children have been en- 
countered who had not resolved the confusion 
caused by an overzealous adult and presented real 
difficulties that interfered with adequate function. 
Problems in this area may be divided into three 
groups according to the distribution of disability: 

1. Symmetrical lesions: The attitude that causes 
laterality disturbances in normal children was found 
to be operative in a few cases here. It was the 
unwillingness of a rigid, perfectionistic parent to 
tolerate a left-handed child, with the feeling ap- 
parently implied that it is bad enough to have 
a defective child and even wotse if he is left-handed. 
This effort to prevent left-handedness resulted 
either in resistance on the part of the child, with 
consequent behavioral disturbances, or acquiescence, 
with attempts to use the minor side as directed al- 
though the major hand performed better, resulting 
in continued alternation and a delayed consolidation 
of laterality. 

An entirely different problem was presented by 
a boy with a history of unilateral seizures. Efforts 
to train the opposite side in this severely handi- 
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capped youngster to avoid the stimulation of con- 
vulsive disturbances did not produce improvement 


in function. Laterality testing revealed that the 
side that had experienced the seizures was the better 
one. Consequent training of this major hand re- 
sulted in some increase in ability and no further 
convulsions to date, over a period covering four 
years. 


2. Bilateral lesions: The cerebral palsied young- 
ster with discrepancies in disability on both sides 
resulting in the establishment of some functions 
in the right arm and other specific skills in the 
left limb occasionally presented problems in this 
area when he came under the influence of an adult 
who believed in and insisted upon complete uni- 
laterality regardless of the extenuating handicap. 
The reaction of the individual seemed to be again 
either in terms of resistance, resulting in anguish 
and emotional flare-ups, or accommodation, result- 
ing either in delayed laterality consolidation or in 
retardation in skill development with continued 
use of less able equipment. Unlike the polios and 
others with normal early development, the cerebral- 
palsied subjects were not inclined to persist in the 
favored use of a less able limb. Once writing had 
been established, however, even in a more involved 
hand with obvious limitations that would even- 
tually block all progress beyond a very elementary 
level, a reluctance to transfer this skill was noted, 
and conversion could be accomplished only with 
a great deal of support and intensive treatment, 
reducing the period when the child was unable to 
write to a minimum. This seems to speak very 
strongly for laterality evaluation and, if necessary, 
consolidation before writing training is initiated, 
especially in the children with mild involvement 
that do not usually require intensive treatment. 


3. Unilateral lesions: The third group are those 
with clearcut one-sided lesions, who usually do not 
present any laterality problems at all. A great 
deal has been written about attempts by che child 
to develop the more handicapped side as the major 
one, resulting in disturbances in speech, behavior 
and in convulsions. It has been pointed out re- 
peatedly that overuse of the involved arm in spastic 
hemiplegia will in some cases stimulate convulsive 
activity.“ * Laterality problems in this group 
have been ascribed to a conflict between the heredi- 
tary predisposing factor and the disability; that is, 
it has been surmised that in these cases, where 
speech and behavioral problems rather than lack 
of unilaterality are symptomatic, the child is at- 
tempting to develop a major hand on the disabled 
side as a result of a strong hereditary proclivity. 
This view is not supported by our basic concept 
of the development of laterality, nor by our experi- 
ence. The cases of unilateral involvement are in- 
cluded in the adult influence category for ample 


reason. 
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A typical example is the case of a seven year old 
right hemiplegic with minimal hand use, minimal 
speech, and emotional disturbances evidenced espe- 
cially by enuresis. He was hospitalized for specific 
concentrated training of his normal left hand, 
which to date he had been reluctant to use. With- 
in three months he developed basic skills in that 
hand, had learned to walk, using one crutch, de- 
veloped speech, and learned to handle his hostility 
and frustration more adequately. His difficulty 
was not so much the result of interference caused 
by the cerebral hemisphere but rather a problem 
of dominant parents. They were extremely rigid, 
conforming perfectionists, who were very disturbed 
about having an imperfect child and had bent 
every effort to improve him. This included con- 
stant attention to the “crippled” arm, to the com- 
plete exclusion of the normal one, and constant 
pressure to use the more disabled hand because 
it was the right one. The right hand was not the 
major hand; the boy never had a chance to assay 
his own potentialities, experiment, and develop 
laterality. For him the normal left hand was 
merely the other hand. In a similar way his crude, 
disarthric efforts at speech were subject to constant 
criticism and correction with the result that he 
became silent. The rather dramatic unfolding of 
his abilities, it is felt, was a consequence of his 
emancipation from this superimposed pattern, with 
the opportunity to develop his potential abilities 
according to his individual design. 


A similar case was included in the clinical series 
and at the time of the testing was found to be in 
the middle of a transfer from the right*to the left 
hand. This nine year old boy was a spastic para- 
plegic with mild involvement in the upper ex- 
tremities. When first admitted to the hospital- 
school there was some question about the com- 
parative ability of his arms. He, however, ini- 
tiated a spontaneous transfer. Testing a year later 
revealed consolidation of the transfer as well as a 
dramatic rate of improvement in the skill of the 
new major hand (150% in tracing, 100% in bead 
transfer) which was maintained until his discharge. 
Clinical examination now clearly indicated the left 
as the superior arm. It was then revealed that 
the right arm had been noticeably impaired at birth, 
and from that moment on had received constant 
care with splinting, massage and exercise. He was 
repeatedly enjoined to use it and attention was con- 
stantly focused on it. The right was his only arm; 
there was no chance to explore and develop the 
potentialities of the left limb until he was emanci- 
pated from the constant parental concern. Again 
the preoccupation with the more disabled arm, 
especially since it was the right one, resulted in an 
adult-induced laterality problem. 

Therapists as well as parents tend to overempha- 
size the more involved arm, usually because they 


257 


4 
pats 
J 
§ 
e 


feel that they are obliged to reduce the handicap. 
Experience has shown, however, that direct concen- 
trated attack on the more involved limb does not 
necessarily result in improvec function and often 
elicits serious complications. *7 Overtraining of 
the normal or better arm, with the disabled one 
definitely relegated to an assistive capacity, has 
brought more satisfactory results.® Even when 
other difficulties did not appear, direct concentra- 
tion on the “bad” arm appeared threatening to 
many patients, and cooperation and diligence were 
often lost. In one case, where work with the in- 
volved arm evoked evasive, apathetic and moody 
behavior in an otherwise industrious and coopera- 
tive child, concentrating on the good hand while 
requiring only relative relaxation of the disabled 
one resulted in actual measurable improvement 
of function on the more involved side. 

Considering the individual as a whole, with cer- 
tain overall needs and potentialities to be encour- 
aged and developed, rather than only a badly de- 
formed or disabled arm that requires correction, 
seems to be an attitude that may go far toward 
preventing the creation of laterality problems from 
the outside when none need to exist. 


Enforced Transfer 

It may be noted that in no instance was an en- 
forced complete transfer of laterality encountered 
or advocated. It has been assumed that if lateral- 
ity is established no problem exists, and there can 
be no reason for interference. In no case where 
improvement in speech occurred could the im- 
provement be ascribed solely to consolidation of 
handedness. As in the case cited earlier, other 
factors seemed at least as important as this one. 
Of three cases diagnosed as aphasias included in the 
series, one had clearcut right unilaterality with 
symmetrical involvement, while the other two were 
discrepant cases, one achieving consolidation and 
the other not, with no noticeable change in ability 
to speak. 

It is felt strongly that an arbitrary decision im- 
posed on the child may only by chance and in a 
few instances offer a satisfactory solution to his 
problem, and in many cases may prove therapeu- 
tically untenable. The cues must be obtained 
from the child not only in regard to his disability 
but also in terms of what he can and does use. 
This is of especial importance in cases where the 
lesion occurs after laterality is established since 
factors other than the disability itself seem opera- 
tive, and also in cases of cerebral palsy with extra- 
pyramidal lesions who comprise 60-65% of the 
problem cases found. Here it is practically impos- 
sible to assay the handicap, consisting of a variable 
lack of inhibition and control of motion, and only 
the individual himself can appreciate and express 
what combination of forces is more effective and 
efficient. 


Although consequential errors can be made in 
the handling of handedness problems, it is felt that 
laterality is not a factor that should excite tremen- 
dous anxiety and drastic action. In fact it is the 
excitement and the drastic action that cause many 
of the problems. On the other hand leaving a 
child to welter in his handedness difficulty is not 
in the best interest of his development and is 
therapeutically unwise. A calm appraisal of the 
facts, and considered action based on this, carried 
out firmly and consistently, offers the most effec- 
tive solution. 


It is hoped that the development of the test 
battery will give occupational therapists a more 
precise and practical instrument with which to ob- 
tain information upon which the physician and the 
therapeutic team can base their decision concerning 
approach to the solution of specific laterality prob- 
lems. In those cases where no problem is found 
to exist, the results of the tests may point out to 
all who are concerned with the child what his 
laterality pattern is and what he may be expected 
to use, minimizing arbitrary interference with es- 
tablished laterality. Finally the tests may provide 
the physician and other rerearchers with informa- 
tion to correlate with other findings that may even- 
tually lead to a greater understanding of certain 
disabilities, especially those involving brain lesions, 
as well as an elucidation of the very enigmatic com- 
plex entity that is laterality. 


SUMMARY 


In recognizing the need for a better understand- 
ing of laterality by occupational therapists, the 
initial effort has been made to evolve, through the 
thoughtful digestion of the pertinent literature, a 
workable basic concept. 


Laterality, an expression of the asymmetry of 
higher function peculiar to man, appears basic to 
and closely interrelated with the development of 
fine skills. This asymmetry is found to be pri- 
marily cortical. It involves the association areas 
concerned with the elaboration of manipulative 
hand use, language and visual direction, culminat- 
ing in the complex skill of writing. The hemi- 
sphere in which these areas are active, as well as 
the contralateral hand and the sighting eye, are 
termed “major”; the hemisphere, hand and eye 
that do not develop these highly specialized func- 
tions are the “minor” ones. Laterality is consid- 
ered an acquired skill that develops on one side 
and to a specific degree as the result of a predis- 
posing hereditary factor. As the child matures he 
develops through constant practice the patterns 
that represent both laterality and competence in 
high skills. 

Injury or impairment at birth or during child- 
hood may impede the normal development of 
laterality and cause problems, the successful solu- 
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tion of which is essential to the best utilization of 
the child’s potential ability. 

A battery consisting of two habit items, one 
preference test and four skill tests, each of which 
is unquestionably involved in laterality and sufh- 
ciently reliable, has been developed and evaluated 
on selected subjects in various diagnostic groups. 
In combination with numerical indices of disability 
it seems capable of indicating with reasonable ac- 
curacy on which side and to what degree handed- 
ness or the potential for greater ability is located, 
where problems exist, as well as defining their 
nature and pointing toward solutions. 

These tests were found to be valid only when 
they challenged the individual; those which were 
within the scope of physically handicapped chil- 
dren were found unreliable with normal and man- 
ually non-handicapped youngsters, rendering these 
groups useless in the standardization of tests. 

Impediment to the development of normal uni- 
laterality, the impact of the handicap on already 
existing handedness, as well as interference by 
adults caused problems that could not arbitrarily 
be resolved in terms of the nature and extent of 
the disability even in cases where this could be 
readily assayed. Solutions in all areas were found 
by defining the problem, usually through testing, 
helping the child to find the best patcern for the 
development of skills in terms of his individual 
abilities as well as his handicap, end finally, con- 
solidating this pattern of laterality ticough support 
and specific training. 
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THE HOME VISIT IN A CEREBRAL PALSY 


TREATMENT PROGRAM * 


HELEN Z. WORTIS 
. WILLIAM COOPER, M.D. 
MARY PHELAN SIMONSON, O.T.R. 


The usual pattern of care for children with 
cerebral palsy, as it is developing in the United 
States, is for the child to remain at home with his 
parents except where mental retardation is so severe 
that institutional placement is necessary. For these 
children who remain with their families, the com- 
munity is beginning to make available an increas- 
ing number of opportunities for treatment and 
training. Training may proceed in a hospital 
clinic, in a treatment center outside of a hospital, 
or in a school, but wherever it takes place it is 
essentially the same in basic goals. In each in- 
stance the program must be geared to the individual 
needs of the child and to his particular restrictions 
and abilities. A large part of the program is de- 
voted to developing the best use of the child’s 
existing abilities, but he is also helped to develop 
new skills. The ultimate goal is complete inde- 
pendence in self care, the achievement of freedom 
in sitting and walking, and the development of 
coherent speech. Exercises are oriented toward 
the practical tasks of walking, feeding and dress- 
ing, and caring for personal needs. It is antici- 
pated that this fundamental learning program will 
help the child move on to a more complicated 
educational and social program. 


It is obvious that if independence in function is 
the ultimate goal, then training should not consist 
of routine mechanical exercises unrelated to life 
experience, but should be part of the normal pat- 
tern of a child’s daily life. Ideally, there should 
be no real difference between the child’s activities 
in the training situation and what he actually does 
in his home. Consistency in treatment and han- 
dling are basic needs of every child, but for the 
handicapped child the need is even greater since 
his learning is slow and is, even more than in a 
normal child, the product of continued duplication 
of experience. Yet those who work with the 
cerebral palsied child recognize that there is often 
little transfer of skill from formal therapy to the 
actual living situation. Mary is quite skillful in 
opening the buttons of a doll’s dress, but entirely 
unable to undo her own. John may show real 
skili and coordination in building a toy airplane 
in occupational therapy, but remains helpless when 
he must open a zipper or feed himself. Robert 
stands and walks independently in the physical 
therapy room but at home or out of doors he can 
do neither, and will not even tolerate being left 
alone. 


In an effort to improve our program for each 
child in a school for cerebral palsied children it 
was proposed that a visit be paid to the home of 
every child to determine what part of the therapy 
program was being carried over into the living 
situation. On the other hand, it was agreed that 
if more were known about the actual living pattern 
the staff might be better able to plan the child’s 
school program. The staff also felt that where 
there was an inadequate carry-over of school ac- 
complishments into the home situation, a home 
visit might clarify the reasons for such failure. The 
following account of our experience niay be useful 
to others working in a treatment program. 

In planning the visit we made clear to ourselves 
that the object of the interview was to gather in- 
formation which could only be obtained by a visit 
to the home. _It was agreed that the interview 
be cletrly defined and limited in order that it not 
present a threat to parent or child. There would 
be no attempt to use the interview to explore prob- 
lems other than those related to the school pro- 
gram unless the parent chose to do so. However, 
we were aware of the fact that some parents might 
wish to use this opportunity to discuss larger prob- 
lems, and we felt that they should be offered the 
opportunity if they so desired. 

The social worker was chosen to make the visit 
because of her special competence in interviewing 
and because it was felt that she could interpret 
to the staff the significant material which she would. 
obtain. It was also anticipated that she would 
continue work with those parents who indicated a. 
desire for further discussion. 

The staff requested specific information which 
they thought would be helpful in planning for 
the child’s training. Much of this was very pre- 
cise: how many steps have to be climbed before 
entering the home? How is the child transported 
for recreation and where does he go? Where is. 
the toilet located, and how does the child use it? 
In what room and at what times does he eat? 
Does he eat alone or with other members of the 
family? Do friends visit him in the home? Does 
he read or write at home? Does his speech pat- 
tern differ in the family setting? 

It was important to know how the child spent 
all of his time. How much was spent in passive 


*Based on an experience in a school for cerebral palsied 
chilaren supported by the New York Service for Ortho- 
pedicaily Handicapped in New York. 
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activity like listening to a radio or watching tele- 
vision, and how much to actual participation in 
family living, both in the sharing of responsibilities 
and in recreation.The availability and utilization of 
community resources was also of importance. 


Although our questions were not framed direct- 
ly for the purpose of increasing our understanding 
of the emotional components of the parent-child 
relation, we were to learn that simple inquiries 
like “where does the child sleep?,” “where does 
he eat?” were to give us a far better understanding 
of the child’s role in the home than we had been 
able to secure in the past. Out of this interview 
was to come a deepened understanding of the child 
and his family. 

Each family received a letter describing the pur- 
pose of the interview, and the time of the visit was 
arranged by telephone at the convenience of the 
mother. Most of the parents found it easy to 
understand why it was important to relate the 
treatment program to the home program, though 
some needed reassurance that the visit did not imply 
a Criticism of their way of handling the child. Some 
asked why this kind of visit had never been made 
before. Some for the first time raised questions 
as to the adequacy of the learning program re- 
ceived at school. Several asked for, and received, 
an opportunity for further discussion with the social 
worker about problems of importance to them. 

Twenty-four families were visited. The social 
worker saw all the mothers, several fathers, most 
siblings, and relatives who shared the home. A 
visit lasted about two hours and was usually 
planned to allow a period alone with the parent 
before the child’s return from school. In this way 
there was an opportunity to see the child on his 
return from schooi and to observe how he was 
brought into the home and the arrangements for 
his activity after the school program. 


After each visit a detailed report was prepared 
for the use of the entire staff and the interview 
was discussed with the staff members working most 
closely with the child. Changes were thereupon 
made in the individual school programs on the 
basis of the home findings. In most instances, a 
follow-up interview with the parent was held in 
the social worker’s office to discuss the changes in 
school and home program which had been recom- 
mended by the staff as the result of the visit. Spe- 
cific recommendations were made in relation to the 
child’s program at home, and were interpreted to 
the parent in relation to the ultimate goals for 
the child. 

On reviewing the findings of our home visits, it 
became apparent that in most homes there was 
only a limited use being made of the skills learned 
in school. On the other hand, many homes had 
special needs and difficulties which had been un- 
known to the school and which had not been con- 
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sidered in planning the child’s program. Knowledge 
of the handicapped child’s role in the family was 
essential in the planning for his school and treat- 
ment program. 

On analysis, there seemed to be three general 
reasons why the school program had not carried 
over into the home. These were: (1) parental 
lack of clear understanding of the program and 
goals of training; (2) difficulties in the home 
situation itself which made it hard or impossible 
for the parent to carry over the program; (3) emo- 
tional disturbances in the parent-child relation 
which interfered with carry-over. 


1, Lack of information about the program and 
its objectives was shared by many of the parents. 
This reflected inadequate planning for parent guid- 
ance in the school’s program. Certain parents did 
not understand the meaning of a particular activity, 
and occasionally did not even know that the child 
had developed skills which he should be expected 
to use at home. This was especially true of 
mothers who were unable to visit the school either 
because they were employed or had other children 
at home to care for. . Fathers and grandparents 
were almost completely out of touch with the 
school program and when they shared responsibil- 
ity for the child’s care they often continued to give 
services which encouraged the dependency that the 
school was trying to eliminate. 


Examples were numerous in our group: 


Tom was being helped at school to develop independ- 
ence in toilet care. At home he was not encouraged to use 
the toilet, but a urinal was used. After the differences in 
handling were discussed with the mother, independent toilet 
care was carried on at home. 

Bob’s learning program in school included reading ma- 
terial on an 8 year old level, but at home his few books 
were on the nursery or kindergarten level. Bob’s teacher 
now began sending books home with him. 

Phil was increasing in self care at school, but there was 
no carry-over of these activities by the grandparents who 
supervised his care and who still maintained the same pro- 
gram of assistance as before he entered school. The social 
worker now arranged a series of interviews to interpret 
the program and arranged for both grandparents to spend 
time at the school observing Phil’s activities. 


2. In many instances the home Situation was 
not conducive to the carrying out of the learned 
skills. In some situations there were difficulties 
in the management of the handicapped child which 


‘made it impossible to carry out a recommended 


program. In other situations, the family’s desire 
to carry out the program had resulted in too serious 
changes in the pattern of living of every member 
of the family group. Such difficulties were: espe- 
cially apparent in the families of older cerebral 
palsied children whose increased weight and size 
had made problems of transportation, lifting and 
personal care extremely difficult. 


261 


i 

i 
. 
or 
| 


Most families we visited did not live in a ground 
floor or elevator apartment. In order to attend 
school each day the child had to be carried up and 
down the stairs. In three families, this meant 
carrying the child four flights. Outdoor activities, 
socialized experience and the use of community 
facilities were impossible in such situations. 


The tricycle which we had helped procure for 11 year 
old Phil was largely unused because his grandparents found 
the burden of carrying him up and down four flights of 
stairs extremely difficult. For the same reason Phil had 
little contact with neighborhood children although he 
loved social activity and in school profited greatly from 
it. Helping the family plan for new housing became an 
important part of our program. 

Richie was found to be living on the fourth floor of a 
tenement house. His ailing mother carried him up and 
down stairs at least once daily. In his mother’s eyes, 
Richie’s ability to climb stairs was his most important 
learning goal, but this had not been known ‘to the school 
staff. A new PT program was instituted, focused upon 
this need. 

Overcrowded living arrangements made it difficult to 
bring Sally’s special chair into the kitchen where her 
family ate. For this reason she had been fed alone in the 
living room or in the bedroom before the others sat down 
together. The meaning of this separation was discussed 
with Sally’s mother, who was able to make other arrange- 
ments. 


Outdoor recreation for the family group was de- 
pendent on the means of transportation available 
for the handicapped child. For the larger children, 
subway or bus travel was impossible and few fam- 
ilies had access to an automobile. 


Joan had outgrown her baby stroller and for this reason 
was no longer taken to see relatives and friends and had 
discontinued visits to park and library. Joan and _ her 
mother never participated in any family excursions. 


In general, our impression was that the physical 
strain and difficulties in caring for a very handi- 
capped child were great in every case and became 
increasingly more severe with the child’s advancing 
years. The burden on the entire family, emotion- 
ally and physically, seemed so great that it was 
doubtful whether after a certain age the home was 
actually the best place for some of our severely 
handicapped children who had acquired no inde- 
pendence in locomotion or self care. But com- 
munity facilities for the severely handicapped cere- 
bral palsied child outside the home were few and 
most parents had no recourse but to carry on to 
the best of their ability as long as their strength 
held out. 


Laura’s parents had planned every phase of their own 
activity and home living around the needs of the severely 
handicapped daughter; Laura was now thirteen years old 
and the physical assistance which she needed in toileting, 
ambulation, etcetera was putting a great strain on her 
parents and sister. In the absence of any other recourse 
they were anxious to continue a school’s program with its 
emphasis on a kind of independence which she could never 
achieve. 


We did not find lack of special therapy equip- 
ment a significant factor; most families had been 
provided with special chairs, tables, etcetera. It 
was our impression, in fact, that the home which 
emphasized equipment tended to place too much 
value on it and was not adequately concerned with 
involving the child in a social activity program. 

Don’s home was full of special equipment constructed 
by his father and designed to help him stand independently. 
Since Don’s inability to stand was related as much to 
anxiety as to his lack of physical ability, the presence of 


special equipment was not helping solve his particular 
problem. 


3. A third and equally important factor which 
prevented the carry-over of the school program 
into the home related to the feelings of the parents 
toward the child, and the child toward the parents, 
and the role of the handicapped child in the family 
group. Many mothers and fathers had difficulty in 
following the school’s recommendation to encour- 
age independent function, and preferred themselves 
to serve every need of the child. Some children 
who were achieving a degree of competence at 
school relapsed into an infantile role as soon as 
they came home. 


This was strikingly demonstrated with 8 year old Jenny 
who in school was encouraged to use sound meaningfully 
but at home communicated with her mother by the move- 
ment of her eyes and changing facial expressions. The 
mother could be seen ignoring the child’s efforts to use 
speech, anticipating every need without waiting for Jenny 
to express her own wishes. 


In school Eva often helps the more handicapped chil- 
dren with their meals or with their school work. At home 
she is dressed and undressed, is often fed her meals, and 
is never asked to assist in any of the simple household 
tasks which she could easily do, like drying dishes or dust- 
ing. Her mother comments, “Nothing is important if she 
doesn’t learn how to walk.” 


In staff discussion it was felt that such parental 
patterns of overprotection and resulting infantile 
behavior were often but not always indications of 
a personality problem. Overprotective behavior 
is closely related to the experience of living with 
a child whose development is delayed. The period 
of infantile dependency in most cerebral palsied 
children lasts for months or even years beyond 
babyhood. This infantile relation is not preferred 
by the mother but is demanded of her by the con- 
dition of her child’s handicap. Lifting and carry- 
ing are tasks which must be carried on for years. 
Feeding by the parent is often necessary even for 
an adolescent. Our own group of children were 
for the most part seriously handicapped, and as- 
sistance with lifting, feeding and dressing were 
necessary to a degree. The child himself might 
find greater satisfaction being cared for than help- 
ing himself. Where muscular effort and intellec- 
tual concentration are necessary to bring food to 

(Continued on page 276) 
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EXERCISE TO DEVELOP RANGE OF MOTION 
OF THE FOREARM 


Supination and lor Pronation for Patients in Bed 


LOTTIE V. BLANTON, Captain, WMSC* 


Occupational therapist assisting patient in maintaining 
the correct position for increasing supination of the 
forearm. 


The featured apparatus was developed at Brooke 
Army Hospital in 1951. It has been used suc- 
cessfully in the treatment of bed patients requiring 
increase in range of motion of the forearm. The 
Korean veteran pictured here is confined to bed 
because of a fractured femur in addition to in- 
juries of the left upper extremity. 


The occupational therapist received a prescrip- 
tion to increase the range of motion in all joints of 
the patient’s arm, forearm and hand. Featured 
here is the patient engaged in exercise to develop 
supination of the forearm. 


The apparatus consists of a vertical bar attached 
to the overhead bar of the Balkan frame by means 
of a standard Balkan frame C-clamp. A standard 
one and one-half inch bench vise is attached secure- 
ly on the vertical bar. A piece of 16 B&S gage 
sterling silver wire is stretched between the vise 
and the T-bar vise. (The T-bar vise is made from 
the nose of a fly-tying vise with a T-bar welded 
on to the end).t 

The patient holds his arm parallel to the side 
of his body and flexes his elbow at a 90° angle. 
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Patient, Brooke Army Hospital, July, 1953, using 


supination-pronation divise for twisting silver wire, 
Patient is in bed with Balkan frame. 


He grasps the T-bar vise. He supinates his fore- 
arm and thereby twists the silver wire clockwise. 
Later each piece of the twisted wire is coiled into 
a link for 4 bracelet. 


*Brooke A:my Hospital, Fort Sam Houston, Texas. 
+Devised by B. Levy and H. Ericksen, BAH, 1949. 


Ju Memoriam 


Miss Susie M. Brooks 
Watertown, Mass. 
Deceased 1954 


Miss Florence Magilton 
Orlando, Florida 
Deceased April, 1954 


Mrs, Mary Satterfield 
Clifton Springs, N. Y. 
Deceased May 30, 1954 
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THE CARSON CART 


HARRIET H. WARREN, Capt., WMSC 
Occupational Therapy Section 
United States Army Hospital 

Camp Carson, Colorado 


Figure | 


Cognizant of the need for and the deficiencies 
of ward carts used by occupational therapists to 
transport equipment and supplies to the patient 
being treated on the ward, two occupational therapy 
technicians at U.S. Army Hospital, Camp Carson, 
Colorado, have designed the cart pictured. Having 
used three of these carts since late in 1953, we 
have found them to be most satisfactory and feel 
now that other occupational therapy departments 
might be interested in constructing these carts for 
their own use. A working diagram is, therefore, 
presented for your information as well as four 
photographs of the completed cart. 


Building materials necessary for the construction 
of one cart are listed below: 


2 Pe %” Plywood 294” x 40” (sides) 

1 Pc 4” Plywood 20%” x 29%” (back) 

1 Pe Plywood 20%” x 38%4” (front) 

1 Pe Plywood x 3614” (bottom) 

1 Pe %” Plywood 20%” x 30%” (middle shelf) 
1 Pe %” Plywood 20%” x 25%” (top shelf) 

1 Pe %4” Plywood 11%” x 20%” (pattern rack) 
1 Pe Y” Plywood 10 x 7%4” (handle brackets) 

1 Pe Y” Plastic 24” x 20” (showcase window) 

1 Pe %” Plastic Dowel 1934” (spool rod) 

1 Pe 1” Wood Dowel 22” (handle) 

1 Pe %” Cork 32%” x 20” (showcase) 

1 Pe 4%” Cork 24%” x 20” (top shelf) 

2 Casters, 5” Stationary (back) 

1 or 2 Casters, 3” Swivel (front) 


The above list does not include hinges, bolts 
and small hardware items. Also partitions on the 
top of the cart (Fig. 1), made from scrap pieces 
from the shelves, are not included in the list. 

In addition to pictures and diagrams we feel 
that further explanation on construction of various 
parts might be helpful. Nowhere have we pic- 
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Figure 2 


tured the bottom of the cart to indicate the attach- 
ment of castors. In order to assure a smooth- 
running, easily-wheeled vehicle, we suggest the 
use of two five-inch stationary castors with rubber 
tires, mounted on a two-inch by four-inch board, 
placed four inches from the rear and two inches 
from each side. One or two three-inch swivel 
castors with rubber tires, mounted on a two-inch 
by six-inch board, can be used for the front. We 
have one with two castors in the front and two 
carts with one castor centered from the sides and 
set back from the front about three inches. Al- 
though all three carts have given no trouble in 
balance, the one with two front castors is steadier 
than the others. Sponge rubber was placed be- 
tween the castor plate and cart bottom and rubber 
was wrapped around the bolts that secure castors 
to the cart so that noise would be eliminated. 

Our pictures (Fig. 2 and 3) show wood dowel- 
ling in the front. This was the first cart to be 
constructed and on the next two carts, sheet alumi- 
num was found to be much more satisfactory both 
from the standpoint of construction and durability. 
We would also advocate small rubber bumpers or 
guards. 
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Some difficulty was encountered in bending the 
plastic for the front of the showcase. It was 
heated with an acetylene torch and bent around 
a cylinder to give the desired curve. The torch 
was held so that the flame just barely touched the 
plastic and the flame was moved rapidly across 
the part to be bent in order to prevent burning. 
It was a long and tedious job to get the desired 
curve since the entire part to be bent had to be 
heated evenly. Instead of bending the plastic, 
the front top corner could be squared off and a 
flat piece of plastic used for the window. 

You will notice from Figs. 1 and 4 that the 
leather lacing spools have been slipped on to 
dowelling and that the lacing end of each spool 
is held in place securely. Securing the lacing in 
such a manner was accomplished by means of one 
long strip of wood hinged at one end of the back 
piece of the cart. A one-quarter inch cork strip 
was tacked to the top of the back piece and heavy 
felt nailed to the long strip of wood so that when 
the strip closed down over the lacing ends and the 
wood strip clasped securely, lacing could be easily 
drawn from the spools but still remained between 
the felt and cork padding. 

From the top view (Fig. 1) you will notice con- 
tainers for steel wool, slots for sandpaper squares, 
various sections for tools and miscellaneous boxes 
and jars for small items. Although not pictured 
here, three-quarter inch strap iron was bent to 


Figure 3 


hook over one side of the cart and angled to carry 
a rug frame. We might also mention that the 
shelves are supported by one-inch strips of wood 
and that the handles can be tilted up or down when 
securing side pieces. We painted the carts a warm 
gray and, rather than paint occupational therapy 
on the side or use an occupational therapy emblem 
with caduceus, we lettered occupational therapy 
on a white cardboard strip and use it in various 
positions in the showcase, depending upon our 
display. 


(Continued on page 277) 
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TOOL HOLDING DEVICE FOR A QUADRIPLEGIC 
PATIENT 


KARL L. IRELAND, O.T.R. 


In order to provide meaningful activity in the 
occupational therapy program for a young steeple- 
jack, quadriplegic following a fall into a water 
tank, the device pictured was constructed by the 
therapist. It enabled the patient to use a coping 


Quadriplegic patient uses 7-0z. hammer in the de- 
vice to drive finish nail steadied with pair of long nose 
pliers by therapist. 


saw, seven ounce hammer, wood files, dowel- 
mounted sandpaper and similar tools with a fair to 
good degree of success. 


Construction is very simple: four blocks of light 
weight wood are mounted on two pieces of quar- 
ter-inch plywood so as to provide a tapered recep- 
tacle for the tool handles, and are clamped to- 
gether with quarter-inch stove bolts and wing nuts. 
Overal! size of the holder is approximately four 
inches wide by five inches long by two inches 
thick. A slot in the upper piece of plywood guides 
the coping saw frame in an erect position. A 
leather cuff is laced tightly over the hand, and a 
pair of straps is crossed over and around the wrist 
to keep the device from slipping off when the arm 
is drawn back against the resistance of a saw or 
file. Top surface of the block is padded to protect 
the palmar surface of the patient’s hand. 


If this patient’s wrist extensors had graded less 
than good, a light weight splint could have been 
added to extend up under the forearm and to sup- 
port the wrist in a neutral or slightly cock-up posi- 
tion. Total cost of the device was less than twenty- 


Open view shows tool handle fitted into tapered slot. 
Covering piece is secured with wing nuts. Straps cross 
over and around wrist. Leather cuff laces over back of 
hand. 


five cents, plus the therapist’s time in construction 
and experimentation. 


Through achievement of a fair degree of success 
—even on such a low level—in a masculine activ- 
ity which he had decided was obviously closed to 
him, the patient was brought up a few notches 
on the scale of self-confidence and willingness to 
do-for-himself. It was felt that this effect carried 
over to some degree into the areas of self-care and 
of interaction with the patient and staff group in 
the occupational therapy shop. 


San Francisco, the city by the Golden Gate, is to 
be your next conference site, October 22-27 are the 
dates, the famous Palace Hotel, the headquarters. 


All of you who attended the Washington confer- 
ence know how stimulating and worthwhile the 
meetings were and will therefore plan to attend the 
1955 conference. You who were unfortunate enough 
to have missed this year’s excellent conference should 
definitely plan to attend the one in California next 
year. 

The Northern California Occupational Therapy 
Association has been working for six months on 
plans for a stimulating series of meetings. There 
will be time out for sight seeing and fun. Plan 
your 1955 vacation now to include the San Fran- 
cisco conference with side trips to Carmel-by-the-Sea, 
Yosemite National Park and Lake Tahoe. Maybe 
you want to stop in Reno and try your luck at the 
wheel. Could be you’d make expenses! 

Watch your future AJOT’s for conference per- 
sonalities, institute and program plans as well as 
special events. We will try to show you such a good 
time that you will learn to love San Francisco as 
we all do. 
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NATIONALLY SPEAKING 


From the President 


Where are we going? The reports given at 
the opening session of the annual conference speak 
far more eloquently of the healthy state of the 
American Occupational Therapy Association than 
a president can describe in oration. They stand 
as evidence of a fruitful year for occupational 
therapists across the country. With even greater 
significance they reveal an open-hearted, heads-up 
attitude toward the future. 


We are engaged in an interesting and challeng- 
ing pursuit. It is a privilege to work within the 
concept of medicine and contribute to the welfare 
of our fellow man. 

Last year we “refined our resources” at the 
Texas conference. This year we “capitalized your 
resources” in Washington. In each instance we 
must know our resources to act upon them. Let 
us stand off and view them with critical per- 
spective. 

Medical direction is the basic principle under 
which occupational therapy has worked since its 
inception. Our program is no good unless it is 
directly related to the medical plan and carried 
Out as a component part of the doctor’s program 
for his patient. This we know. To fulfill the 
demands of such a program the occupational thera- 
pist must be fully aware of his tools and know 
how to handle them. Our tools are fashioned 
from the substance of three fundamental facts. 

One established fact is the physiological value 
of body performance. The human body is made 
to function. There is cellular stimulus from so 
doing. Therefore the patient’s act of perform- 
ance, mental or physical, becomes one of the clin- 
ical tools we offer. Our selection and guidance 
of that performance is the professional skill the 
therapist has been trained to use. This requires 
a critical analysis of the patient’s need. 


The second basic fact is the constructive stimulus 
of a consuming interest. Interest is the dynamo 
that drives the individual into action or the seda- 
tive that quiets his nervous excitement. We need 
a high awareness of how best to apply this thera- 
peutic agent. It is a valuable but elusive clinical 
tool. 


The third fundamental fact on which occupa- 
tional therapy is built is the feeling of well-being 
that can be brought about through interpe.sonal 
relationships. As human beings, people act ac- 
cording to the way they feel. Their inner status 
has a direct bearing on recovery. This intangible 
substance in all of us is susceptible to our relation- 
ships with other people. As a therapeutic tool, 
interpersonal rclationship becomes very meaning- 
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ful. The occupational therapist has clinical op- 
portunity to bring this into force through an under- 
standing of the mechanisms of behavior. 

These tools of occupational therapy are of value 
only in the refinement with which they relate to 
medicine. Medical direction is very important 
to us; it has guided our development to date as 
it has guided our clinical procedures. It will 
continue to chart our future. 

The response of the medical specialty groups to 
Our invitation to appoint a representative as a 
member of our medical advisory council is most 
gratifying. Acceptance was unanimous. A group 
of prominent and busy doctors has not only been 
appointed but is willing to sit in conference with 
us and become an active part of our further devel- 
opment. The first meeting of this group, with 
full attendance, sat in session all day October 19, 
and attended the opening session of the conference 
to hear us report on our year’s accomplishments. 
You will recall from earlier announcements in 
AJOT and the Newsletter that they are: 


Dr. H. R. McCarroll, chairman of the liaison commit- 
tee to medical and ancillary specialties, St. Louis; Ameri- 
can Academy of Orthopedic Surgeons 

Dr. Ralph E. Moloshok, New York; American Academy 
of Pediatrics 

Dr. Alex M. Burgess, Providence, R. I.; American Col- 
lege of Physicians 

Dr. Leonard E. Evander, chairman of committee on re- 
habilitation, Lockport, N. Y.; American College of Chest 
Physicians 

Dr. Robert S. Myers, Chicago; American College of 
Surgeons 

Dr. Benjamin Simon, chairman of medical rehabilitation 
committee, Arlington, Mass.; American Psychiatric Asso- 
ciation 

Dr. Donald L. Rose, Kansas City, Kansas; American 
Congress of Physical Medicine and Rehabilitation 


Our job now is to continue to refine our thera- 
peutic tools for use in clinical procedure. The 
mechanics through which we can do this are the 
committee structure of our organization. Heed 


the call; contribute your share and enjoy the re- 
wards of an ever growing profession! 
where we are going. 


Henrietta McNary, O.T.R. 
President. 
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From the Education Office 


In accordance with the procedure relative to the 
registration examination as published in the March- 
April issue of AJOT (Vol. VII, No. 2, 1953) the 
education office is pleased to announce those exam- 
inees who successfully passed the June, 1954, 
registration examination. 


Abel, Hazel M. 12 
Abella, Mercedes 12 
Acuzar, Patricia C. 27 
Adams, Ann L. 1 
Adams, Dorothy F. 3 
Allen, Janet E. 15 
Applestine, Bettye 14 
Arnold, Judith F. 27 
Aurell, Patricia A. 5 
Avery, Jacqueline A. 18 


Baird, Dorothy A. 14 
Barrett, Lorna J. 4 
Bates,* Elaine 10 
Baumann, Jane C. 8 
Beech, Patricia L. 22 
Bell, Esther B. 19 
Bengson, Evelyn M. 15 
Bergeron, Gisele 1 
Bierma, Alice A. 6 
Blech, Lois E. 1 
Boernke, Marion J. 23 
Boyd, Barbara M. 23 
Boyer, JoAnne M. 18 
Brinkerhoff, Ruthan 27 
Brown, Beverly J. 18 
Brueggemann, Carolyn 23 
Brunt, Beatrice 12 
Bucher, Yvonne 14 
Buhrer, Irene F. 11 
Burdick, Ferebe I. 18 
Burger, Corinne 22 
Burns, Barbara L. 20 
Burrows, Patricia J. 18 
Buskirk, Martha A. 1 
Butler, Helen F. 19 


Calkins, Martha H. 1 


. Calleri, Luane 18 


Carlson, Helen A. 25 
Carr, Roberta 11 
Caspersen, Joan E, 12 
Chermak, Janet B. 8 
Chrobuck, Mary C. 18 
Codman, Elizabeth 1 
Colburn, Marilyn J. 11 
Colpak, Judith A. 1 
Combs, Mary H. 22 
Comolli, Joan 11 
Cramer, Joanne 23 
Cuyler, Mary H. 18 


Dack, Jack J. 25 

Daller, Marlee C. 14 
Dargan, Frank P. 100 
Davenport, Mary N. 22 
Day, Donna J. 18 

Dean, Ferne M. 22 
deLude, Mary Ellen A, 2 


Denning, Marjorie A. 24 ° 


Derby, Alice M. 8 
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Deutsch, Jean M. 22 
Dick, Doris J. 26 
Duffy, Eleanor M. 1 


Eckhardt, Miriam R. 22 
Edmonston, Jean 16 
Edris, Marilyn 13 
Edwards, Alice 19 
Edwards, Edith M. 14 


Ellifrit, Jeannie A. 5 
Endress, Jean K. 9 
Eppstein, Miriam C. 26 
Erlandson, Lois L. 9 
Espersen, Mary L. 9 
Everson, Edith 10 


Fairchild, Margaret 2 
Fessenden, Bruce 1 
Fine, Leatrice 22 
Fleming, Marilyn L. 14 
Fullerton, Donna 23 
Futhey, Lena E, 13 


Ganther, Marjorie 23 
Garland, Claudette 9 
George, Margaret J. 23 
Gilbertson, Joan B. 23 
Glasser, Estelle 12 
Gouget, Marjorie A. 8 
Gouin, Mary G. 16 
Gramling, Edith 10 
Griffin, Patricia A. 3 
Griggs, David F. 9 
Griswold, Elizabeth A. 1 
Gurney, Glenna W. 11 


Hadeen, Barbara F. 24 
Hal!, Marion R. 1 
Hallman, Jacqueline L. 14 
Harder, Judith G. 7 
Harris, Donna L. 6 
Harrison, Jean M. 18 
Haskell, Barbara J. 8 
Hawthorne, Joan 19 
Hayes, Elizabeth 18 
Heath, Ellen M. 22 
Heiman, Nancy C. 14 
Hockett, Joan 9 
Hoeper,* Joyce A. 9 
Homrighausen, Betty 8 
Hopkins, Muriel K. 4 
Horton, Harriette J. 2 
Hovland, Carol I. 8 
Hutchinson, Elizabeth 8 


Inveen, Shirley M. 15 


Jacobsen, Marilyn 23 
Jaffee, Elaine R. 14 
Jaworski, Helen 3 
Jones, Rex M. 18 
Jose, Shirley A. 25 


Kaseman, Betty M. 18 
Kassowitz, Marlis 23 


Kauffman, Yvonne 15 
Keirnan, Mary L. 4 
Kenney, Mary A. 10 
Kersten, Doris 23 
Kitchen, Beryl 22 
Koonce, Dorothy H. 2 
Krippendorf, Carl 23 
Kuhlmann, Jean E. 13 


Lamote, Francoise 19 
Larson, Jane E. 4 
Larson, Jane E. 9 
Lellep, Nancy 23 
Lillie, Maxine D. 25 
Lin, Genevieve 15 
Lindsey, Lois M. 19 
Llewelyn, Eve J. 19 
Lovegrove, Delores 22 
Luckenbill, Marianne M. 14 
Lyon, Phyllis A. 20 
Lysen, Beverly L. 9 


McCann, Marie L. 1 
McClelland, Sylvia A. 18 
McGann, N. Kaye 23 
McKinzie, Lisetta M. 11 
McKnight, Nancy E. 27 
McLeod, Myrna J. 17 
McMahon, Sheila 11 
Marofsky, Jacqueline S. 9 
Matsushige, Harris N. 19 
Matthews, Nancy L. 1 
Melchior, Mary L. 14 
Menning,* Florence E. 23 
Mericle, Carolyn R. 25 
Miller,* Patricia R. 27 
Mollhagen, Janet L. 4 
Moore, Barbara G. 25 
Moore, Jean 24 

Murphy, Kathleen D. 22 
Murphy, M. Constance 2 
Murphy, Suzanne L. 1 
Murray, Sue E. 14 


Nulf, Janet L. 4 
Nutting, Lois 6 


Odegaard, Nancy L. 23 
Osborne, Anne 2 


Page, Ruth M. 9 
Palmer, Jeanne M. 18 
Parker, Joyce H. 1 
Perkins, Sue H. 16 
Perley, Mary A. 11 
Perlman, Patricia B. 12 
Pifer, Ellen J. 6 
Pixley, Marie V. 1 
Plaisted, Patricia A. 11 
Plimpton, Esther E. 11 
Plum, Ruth M. 9 
Poirier, Patricia G. 1 
Polasik, Wilma B. 19 
Poli, Mildred E. 1 
Porter, Carol J. 27 
Porter, Geraldine T. 1 
Potter, Diana | 
Powell, Martha V. A. 1 
Prouty, Dorothy 20 
Pullman, Elizabeth D. 16 
Pumphrey, Pattie E. 14 


Randlett, Florence G. 20 
Ratcliff, Roselyn 1 
Rawe, Donald E. 16 


Reckitt, Lisette N. 8 
Reines, May M. 12 
Renigar, Constance L. 27 
Rerek, Margaret D. 12 
Reynolds, Patricia A. 18 
Rodriguez, Ana L, 27 
Rodriguez, Rose M. 27 
Roseboom, Margaret F, 8 
Rosensteel, Barbara A. 27 


Saari, Marilyn C. 22 
Sahs, Mary L. 25 
Schommer, Carol J. 23 
Schultz, Margaret E. 8 
Schumacher, Elizabeth 8 
Scott, Kathleen R. 18 
Shaw, Nancy B. 1 
Sherman, Edith J. 19 
Sherman, Margaret J. 1 
Shields, Elizabeth A. 1 
Sicard, Clarence A. 9 
Shim, Barbara D. L, 22 
Simenson, Katherine G. 23 
Skillen, Mary 14 
Smith, Donna L. 13 
Solie, Gerald A. 22 
Sorlie, Eloise J. 19 
Speck, Joan W. 18 
Sotan, Janice ? 
Stanforth, Betty J. 13 
Stauffer,* Donna L. 9 
Stevens, Rhoda P. 11 
Strattman, Eunice S. 23 
Street, Dorothy R. 1 


Talbert, Suesetta 26 
Tanaka, Leilani 24 
Taylor, Beverly J. 3 
Taylor, Cornelia W. 1 
Teska, Ann 12 

Thoke, Clara M. 8 
Thompson, Joan M. 4 
Treneman, Beverly B. 25: 
Tucker, Marjorie 2 
Tucker, Myra 18 


Utley, Elaine R. 13 


Van Allen, Ann 11 
Vellani, Sonia T. 19 


Wagner, Adele 1 
Ward, Faith 12 
Warren, Ellen H. 9 
Watari, Sumiye 9 
Weaver, Jean C. 11 


Weinmann, Ramona E., 24- 


Weiss, Charlotte 12 
Welch, Mary L. 12 
Wetteroth, Barbara M. 18: 
White, June M. 5 
Wiley, Carol B. 1 
Willard, Marion L. 1 
Wilson, Carole 9 
Winters, Helen R. 18 
Wooley, Margaret A, 22 
Wong, Helen 23 
Woodburn, Jane S. 25 
Wright, Dorothy A. 4 


Yeaton, Marion T. 1 
Young, J. Naomi 14 


Zeigler, Patti A. 13 


*Completed with honors 
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CODE NUMBERS FOR OCCUPATIONAL 
THERAPY SCHOOLS 


Boston School of Occupational Therapy .................-.-..-- 1 
Colorado A. & M. College 24 
Columbia University 2 
Illinois, University of 3 
Iowa, The State University of 25 


Kalamazoo School of Occupational Therapy 


Western Michigan College of Education ................ + 
Kansas, University of 5 
Medical Field Service School, U. S. Army .............-..-- 27 
Michigan State Normal College ...... 6 
Mills College 7 
Milwaukee-Downer College 8 
Minnesota, University of 9 
Mount Mary College 10 
New Hampshire, University of 11 
New York University 12 
Ohio State University 13 
Philadelphia School of Occupational Therapy, 

University of Pennsylvania 14 
Puget Sound, College of 15 
Richmond Professional Institute of the 

College of William and Mary 16 
St. Catherine, College of 17 
San Jose State College ae 
Southern California, University of 19 
Texas State College for Women 20 
Washington University 
Wayne University 26 
Wisconsin, University of 23 
Foreign School of Occupational Therapy 

Occupational Therapy Training Centre, 

Sydney, Australia 100 


Mary Frances Heermans, O.T.R. 
Educational Secretary 


EDITORIAL 


WHY NOT WITH THE MENTALLY 
RETARDED? 


Over the years little has been published in the 
American Journal of Occupational Therapy in rela- 
tion to occupational therapy for the mentally re- 
tarded individual. 

As with so many other types of disabilities, the 
public is just now becoming aware of the large 
number of people so affected. Parents, friends 
and families of the retarded are searching for ways 
of helping and overcoming the handicaps that 
nature or circumstance has so unkindly bestowed 
upon these innocent human beings. 

Occupational therapists through their training 
have at their fingertips the professional qualifica- 
tions and tools to explore, to help evaluate, and 
to help develop the physical and mental potentials 
of the retarded individual. 

In this country many slow learners and mildly 
retarded adults are making their way economically 
and socially with a minimum of help from family 
or community members. It is not these groups 
with which this editorial is concerned. 

One of the very greatest services an occupational 
therapist may render when working with the re- 
tarded is to those individuals who in addition to 
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retardation have other problems such as, cerebral 
palsy, severe medical problems, skeletal deformi- 
ties, speech and hearing difficulties, or emotional 
problems. A large number of these people have 
a learning potential and are being severely penal- 
ized by inadequate understanding and too few 
facilities for their education and training and their 
useful employment. 


Whether we wish to accept the facts or not, the 
members of our society are actually being faced 
with providing either additional institutions to care 
for these people with combined mental and physi- 
cal handicaps or to provide a day program of care 
and education for them through community fa- 
cilities. 

In this writer’s opinion the answer for society 
does not seem to lie in building more and larger 
institutions for all the retarded. More likely the 
answer might lie in providing day programs for 
the development of the young retarded child and 
suitable sheltered workshop facilities or sheltered 
outdoor work and play programs in the community, 
so that older individuals may be permitted to make 
their greatest contribution to society both socially 
and economicaliy. 


A great many of those who are considered less 
capable are aware of being “placed on the shelf,” 
so to speak, but when given an opportunity they 
are willing and anxious to do their bit in the world. 
Would it not be economically and socially sound 
to reserve the building of costly institutions mostly 
for those unable to adjust to or be accepted in com- 
munity living? 

It is not this writer’s intention to solve the prob- 
lem nor to set up an ideal program but rather to 
stimulate the thinking of the future therapist as 
well as the thinking of the graduate O.T. 

Some parents’ groups, many of which are affil- 
iated with the National Association for Retarded 
Children, are offering scholarships to qualified per- 
sons who will enter the field of mental retardation. 
Few occupational therapists have availed them- 
selves of these opportunities. The field is an open 
one. It is challenging and offers many rewards. 
It remains but for the therapist with a career in 
mind to look through this challenge toward the 
future. 

Eleanor C. Kille, O.T.R. 
Southbury Training School 
Southbury, Connecticut 


TRAINING PROGRAM 

A training program for personnel concerned with the 
care of cerebral palsied children will be conducted under 
the direction of Dr. Luigi Luzzatti at Children’s Hospital, 
San Francisco, California, to begin on February 1, 1955. 

For information and application forms, write to Miss 
Helen B. Holodnak, Executive Director, United Cerebral 
Palsy Association of San Francisco Pre-Nursery Program, 
Children’s Hospital, 3700 California Street, San Fran- 
cisco, California. 


‘ 
- 


DORIS F. WILKINS, O.T.R. 


A Biographical Sketch 
by 
MARION W. CRAMPTON, 0O.T.R. 


A quick review of the life of Doris Wilkins re- 
veals that she has been able to combine her pro- 
fessional work with her love for travel and new 
experiences, which she considers so important as 
an educational background. Her positions have 
been with Army, Navy and state institutions as 
well as with universities. These positions have 
found her working in New Hampshire, Massachu- 
setts, Texas, California, Washington, D. C., and 
Australia while practicing occupational therapy in 
the fields of psychiatry, penology, tuberculosis, gen- 
eral medicine and surgery, physical disabilities and 
education. Her friends know her as a person with 
abounding enthusiasm, widespread interests, a zest 
for living and a keen sense of humor. 

Doris was born in Methuen, Massachusetts. She 
gtaduated from the Tilton Seminary, Tilton, New 
Hampshire, and attended the Boston School of 
Physical Education, now called the Bouve-Boston 
School. In 1922 she received a graduate certificate 
from the Boston School of Occupational Therapy. 
Her first position was at the New Hampshire State 
Hospital in Concord where she worked with men 
and women on the wards and in the shop. 

In 1924-1925 a six months post-graduate course 
in occupational therapy at the Walter Reed Gen- 
eral Hospital in Washington, D.C., found Doris 
doing setting-up exercises for one-half hour every 
morning, at 6:45 a.m., as a requirement of the 


course. She remained at this hospital as a mem- 
ber of the occupational therapy staff, working with 
tuberculosis patients, and for awhile, in the Weav- 
ing Curative Workshop with Mrs. Emmy Som- 
mers, an authority in weaving. Here too, she was 
assistant editor, then acting editor, of the eight-page 
weekly hospital publication, The Comeback. 


The years 1927-1928 were spent at Letterman 
General Hospital in San Francisco working on the 
neuropsychiatric ward. She had an opportunity 
to learn psychometric testing in order to give Stan- 
ford-Binet Psychometric Tests as needed on the 
psychiatric ward and to patients sent over from 
Alcatraz. In conjunction with this she observed 
at Alcatraz and at the State Penitentiary at San 
Quentin. 


Other staff positions held from 1928-1935 were 
in Massachusetts at Chelsea Naval Hospital and 
Danvers State Hospital. 

Her first position as director was at one of the 
institutions in the Massachusetts Department of 
Correction, Bridgewater State Farm in Bridgewater. 
Here she trained students from the Boston School 
of Occupational Therapy. It was in this occupa- 
tional therapy program that she incorporated one 
of her experiences from the post-graduate course 
at Walter Reed General Hospital. All the female 
defective delinquent girls were required to partici- 
pate in an outdoor early morning drill and exercise 
period which started at 6:45 a.m. 


From 1940-1942 she was director of occupa- 
tional therapy at the Metropolitan State Hospital 
in Waltham, Massachusetts. Students from the 
Boston School of Occupational Therapy spent six- 
month periods here in clinical training. At this 
time Doris collaborated with Elvin V. Semrad, 
M_.D., one of the psychiatrists on the staff in writing 
a paper entitled, “Occupational Therapy as an Aid 
to Psychotherapy.” This was published in the De- 
cember, 1942, issue of Occupational Therapy and 
Rehabilitation. 

Her next move was to the William Beaumont 
General Hospital in El Paso, Texas, where she 
remained from 1942-1944, with time out for a 
two weeks’ refresher course in Army occupational 
therapy procedure in San Francisco. She was given 
charge of organizing the orthopedic occupational 
therapy shop, later being transferred to the psychi- 
atric shop. Doris was awarded a badge of merit 
for excellence in civil service in the Army in war 
time. 

Her first experience as head of an occupational 
therapy school came in 1944, when she became 
supervisor of the occupational therapy curriculum 
at the University of New Hampshire in Durham. 


(Continued on page 277) 
AJOT VIII, 6 1954 


\ 
ad 
1 
: ‘ 
270 


FEATURED O. T. 


DEPARTMENT OF LABOR AND 
INDUSTRIES REHABILITATION CENTER 


Seattle, Washington 
Patsy J. Brittain, O.T.R. 

“The Washington State Department of Labor 
and Industries, in 1948, established the Rehabilita- 
tion Center in Seattle, Washington, as a part of 
the Workmen’s Compensation program of ‘sure 
and certain’ assistance for injured workmen. The 
Center is operated as a service to the injured work- 
man and his physician. Patients are admitted only 
upon referral by the attending physicians. The 
Center provides a six hour daily program of 
physical therapy, occupational therapy, industrial 
fitness reconditioning and vocational placement 
under medical supervision. Thus an active, pur- 
poseful convalescent period, motivated by plans 
for future employment, helps the patient get well 
faster in place of the all too common ‘arm chair’ 
convalescence of slow progress, boredom and dis- 
couragement. 

“The Center was established through the cooper- 
ative effort of the medical profession, labor and 
management organizations and the department of 
labor and industries. Medical policies of the Cen- 
ter are established by a medical advisory board of 
20 outstanding Washington physicians. The med- 
ical director serves without compensation . . . The 
Center is financed jointly by employees and em- 
ployers out of Medical Aid Funds. No tax monies 
being used.”* 


PHYSICAL OPERATIONS 


All physical facilities of the Center are located 
in downtown Seattle. The occupational and physi- 
cal therapy departments occupy the entire second 
floor of a two story building. The industrial fit- 
ness reconditioning is in a separate building. The 
average patient load is 60 with a maximum of 75 
during peak periods. This is an increase, due to 
enlargement of present facilities, from a former 
peak load of 50 patients. The therapy staff con- 
sists of: a supervisory therapist (a physical ther- 
apist), eight physical therapists, five occupational 
therapists and one industrial fitness therapist. Other 
members of the staff in direct contact with patients 
are: the supervisor of rehabilitation and replace- 
ment, patient counselor and replacement contact 
representative, who is the liaison with the state 
division of vocational rehabilitation. An adminis- 
trative assistant supervises all clerical employees. 

Three out of four patients entering the Center 
for treatment come from outside the Seattle area. 
These are boarded in established facilities locally. 

The Center is not intended to be pre-vocational 
in any way. That training is provided, when in- 
dicated, through the division of vocational rehabil- 
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DEPARTMENTS 


itation “to assure the injured workman regular 
work for wages.” Nor does the Center establish 
any disability awards or pensions. The average 
length of treatment is approximately six weeks and 
may vary from one week to one year, six hours 
daily. This concentrated program consists of regu- 
lar physical therapy treatment plus various reme- 
dial gym activities and kinetic occupational therapy 
plus industrial fitness reconditioning. The treat- 


Typical schedule card for a compound fracture of tibia- 
fibula, L leg, upper third, with dislocation of L knee and 
atrophy of lower L leg. 


ment time between the departments is dependent 
on condition of disability. As the patient’s condi- 
tion improves his/her program increases from a 
light to a heavy kinetic program. The physical 
and occupational therapy departments meet once a 
week to pool important information regarding the 
patient’s condition and make adjustments in treat- 
ment program; thereby coordinating a well inte- 
grated program for maximum benefit of the pa- 
tient. 

New patients are evaluated at the beginning of 
the week. The senior staff consisting of the med- 
ical director, supervisor of rehabilitation and re- 
placement, patient counselor, supervisory therapist, 
senior occupational therapist and replacement con- 
tact representative meet to present the results of 
individual interviews, discuss recommendations by 
the medical director to the referring physicians and 
feasibility of treatment. New patients are orien-: 
tated by the Center movie and the senior staff be- 
fore their treatment program begins. 


OCCUPATIONAL THERAPY DEPARTMENT 


The occupational therapy department is divided 
into four sections to facilitate treatment media and 
because of physical layout. This permits the 
therapist a closer opportunity for supervision of 
treatment media in specific disabilities. A section 
will not only contain such kinetic equipment as 
bicycle jig saws and treadles for back or lower 
extremity injury, but also woodwork and reed for 
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Card-weaving used in Colles fracture, L arm, shorten- 
ing of radius, fracture of ulna styloid Sudeck’s disease. 


upper extremity disabilities. Each section will 
have 50 to 60 patients on a working roster, spaced 
throughout the six hours. So that each therapist 
is aware of various independent problems with 
upper and lower extremities or back injuries, a 
minimum of four months is spent in each section; 
at the end of that time they are rotated. One sec- 
tion is purposely kept small in treatment media 
so that the therapist in charge acts as the assistant 
to the senior occupational therapist. This allows 
all the therapists an opportunity to work with ad- 
ministrative procedures. 


Kinetic equipment with necessary adaptations 
are used to gain maximum function of the injured 
part. The usual occupational therapy media is 
utilized with the addition of assistive slings, weights 
and various sized handles. Next to obtaining as 
near normal function of the impaired part as possi- 
ble is the grading of standing and work tolerance. 
Unless a man can perform a normal working day, 
his job potential is reduced and his family suffers 
economically. 

The patients referred to the Center fall into three 
categories: the man from the woods—bucker, 
faller or sawyer; the man from general labor— 
construction worker, warehouseman and helper; 
the man who is a specialist—journeyman, electri- 
cian, millwright. The average age level falls be- 
tween 40 and 50. Schooling is limited. The 
occupational therapist, in addition to her academic 
background and use of crafts in treatment media, 
must also be aware that most of these men have 
never had the time or opportunity to work with 
any such media. She must explain in understand- 
ing terms why weaving with a shoulder adaptation 
bar will aid in improving function of a shoulder 
or back; and making a reed tray will further func- 
tion in fingers that were almost severed in a con- 
veyor belt or partially amputated: There are also 
psychological problems which may improve with 
the “group therapy” of mixing with others whose 
disability they observe is far worse than their own. 
The most common problem being “compensatitis.” 
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Typical injuries include: fractures of all types and 
in all extremities, burns, bone grafts, amputations, 
back strains-sprains, and nerve involvement. Only 
rarely will there be traumatic neurological disabil- 
ities, e.g. the hemiplegic. 

THE AMPUTEE 


Another service provided by the Center is for 
the amputee. All are referred to the ampuiee 
commission for evaluation; prescription, when in- 
dicated, for a prosthesis and treatment; and dis- 
ability award after treatment and training are com- 
pleted. The commission is composed of an ortho- 
pedist, a general surgeon, and a psychiatrist. The 
prosthetic training of all lower extremities is con- 
ducted by the physical therapy department and all 
upper extremity prosthetic training is done by the 
occupational therapy department, with adjunctive 
treatment conducted jointly. 


ALLIED FIELD ORIENTATION 


Due to the variety of disabilities the occupational 
therapy department is used as a clinical training 
center for occupational therapy students. The 
Center also serves to familiarize medical students, 
under-graduate and graduate nurses in the local 
area with rehabilitation procedures and _ policies. 
An excellent movie on the treatment at the Center 
is used during these and other orientations. 


SUMMARY 


The Industrial Insurance Law and Workmen’s 
Compensation Act of the state of Washington is 
a life time study—suffice it to say that this law 
from the standpoint of medical care is one of the 
foremost in the nation.2 There are only two cen- 
ters in the entire United States operated under 
state workmen’s compensation laws. “The pri- 
mary objective of the Center is to help the injured 
workman to get well faster and restore him to as 
useful a life as possible . . . Four of five patients 
return to gainful employment within a reasonable 
length of time. Eighty per cent of the Center’s 
patients have expressed themselves to the general 
effect that Center treatment materially shortened 
their convalescent period and saved them consider- 
able loss of wages . .. Thus the man and his family, 
the employer and the State all benefit from the 
program of the Rehabilitation Center.”* 


REFERENCES 


1. Biennial Report 1952-1953. Kennedy, Elmer H.; Su- 
pervisor, Rehabilitation and Replacement, Department 
of Labor and Industries, Rehabilitation Center, Seattle, 
Washington. 

2. Industrial Insurance Law and Workmen’s Compensa- 
tion Act. MS, McLean, R. J.; Supervisor of Claims, 
Department of Labor and Industries, Olympia, Wash- 
ington. 

Appreciation is extended to Mr. Kennedy, my super- 
visor, and the other members of the staff who so gracious- 
ly gave of their suggestions and criticisms during the prep- 
aration of this article. 
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DELEGATES DIVISION 


ARKANSAS 
Delegate-Reporter, Virginia Stockwell, O.T.R. 


The Arkansas Occupational Therapy Association con- 
tinues to be an interested, if small, group. Because of its 
size it is able to have informal meetings in the homes of 
members as well as luncheons, picnics and dinners. 

At the meeting prior to the AOTA conference, Dr. H. 
N. Peters of North Little Rock VA Hospital was the guest 
speaker. Dr. Peters was a participant in the 1953 institute 
program on research. A round table discussion of research, 
problems, suggestions and ideas was a satisfactory feature 
of the meeting. 

In November, 1953, a luncheon meeting was held and 
reports were brought from the Houston conference. After 
the meeting the showing of a movie on occupational thera- 
py was shown. This was viewed by the group to determine 
its suitability for use by the local TV station. The station 
plans to use the film at a future date. 

In February, a dinner meeting followed the sixth an- 
nual neuropsychiatric meeting at the North Little Rock 
VA Hospital. All occupational therapists in this area were 
invited to attend this meeting, as were others who might 
be interested. Mrs. Fanny Vandikooi was the guest speaker. 
Her subject was “Problems of Student Selection and Train- 
ing.” Plans are being made to hold a meeting again this 
year following the neuropsychiatric meeting and possibly 
have one of the participants as our speaker. 

The annual meeting of AOTA was a picnic supper held 
in Hot Springs in May, 1954. At this meeting officers 
were elected for the ensuing year and final business for the 
year transacted. 

OFFICERS 
President Capt. Barbara Roper, O.T.R. 
Vice-President Mrs. Betty Sorensen, O.T.R. 
Secretary-Treasurer................ Mrs. Margaret King, O.T.R. 
Delegate Virginia R. Stockwell, O.T.R. 
Alternate Delegate Florence Wood, O.T.R. 


KENTUCKY 
Delegate-Reporter, Carol Hyatt, O.T.R 


During the year 1953-54 the Kentucky Occupational 
Therapy Association met eight times with an average at- 
tendance of ten from an active membership of twenty 
registered therapists within the state. Eight active asso- 
ciate members also took part in various meetings and ac- 
tivities. 

Meetings at which a formal program was presented in- 
cluded: joint meeting with Indiana; panel with physical 
therapist, speech therapist and physiatrist on integration 
of efforts in total push toward self care; talk by child 
psychiatrist on best treatment for sick children. _ 

Other meetings were a concentrated attack on current 
business which included modifying the constitution, re- 
cruitment of prospective students, discussing the possibility 
of having an AOTA conference in this state and consider- 
ing support for the Kentucky Physical Therapy Association 
in its fight against unlicensed, non-registered persons prac- 
ticing as physical therapists. 

Constitutional changes aimed toward increasing the ef- 
ficiency of our small group centered on: lengthening the 
term of office to two years to take advantage of experience 
gained in first year of office; increasing number of regular 
meetings to nine each year to bring more continuity to 
special projects such as recruitment; increasing treasury 
income by raising dues of active members also active in 
profession and KOTA while keeping as they were dues 
for active members now retired to family life (five mem- 
bers fall in latter class). 

Our “project for the year” has been a recruitment pro- 
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gram entered in conjunction with the Kentucky Physical 
Therapy Association and originally under guidance from a 
public relations and contact expert from the University of 
Kentucky. Committees of occupational and physical thera- 
pists were set up to study and act in such areas as: possi- 
bility of courses in ancillary therapies being given at 
schools within the state; scholarships available to students; 
need and plans for future institute in the state or area; 
ways of contacting students who show interest and aptitude 
for OT and PT. Various teams contacted many high 
school students in metropolitan Louisviile and Lexington 
as well as college students at Berea and Transylvania. This 
recruitment program will carry over into the coming year, 
for we feel we have scarcely scratched the surface of gen- 
eral awareness that there are such professions. Still needed 
are dozens of students from Kentucky likely to return to 
this area to fill the constant, ever-increasing demand for 
them. 


OFFICERS 
President Mrs, Frances Jonakin 
Vice-President Mrs. Patricia Swartz 
Secretary Mrs. Elizabeth Yokum 
Treasurer....... Miss Toyne Harris 
Delegate Mrs. Carol Hyatt 
Alternate Mrs, Kerty Burkhardt 


INDIANA 
Delegate-Reporter, Helen L. Hopkins, O.T.R. 


During the past year one of the aims of the Indiana 
Occupational Therapy Association has been to present to 
the members a varied program including all phases of 
occupational therapy. In accomplishing this aim our meet- 
ings included one of special interest to psychiatric occupa- 
tional therapists in which a music therapist from one of 
the newest state hospitals told us of the scope and prob- 
lems in her field. Those therapists in the physical disa- 
bilities area were especially interested in the annual joint 
P.T.-O.T. meeting where an outstanding neurologist, Dr. 
Alexander Ross, gave us a very good review of many 
neurological conditions. -Of necessity, our annual May 
meeting was devoted entirely to business. Our fall meet- 
ing was one which was devoted to becoming better ac- 
quainted with our neighboring Kentucky O.T. Association. 

Our second aim for the year has been that of recruit- 
ment. Along with normal activities toward recruitment, 
members of our association built a portable screen covered 
with burlap and chicken wire on which O.T. exhibits can 


‘be attractively displayed. This is available for any O.T. 


department in the state to use, It’s first use was for that 
of the First Annual Health Fair held at the Indiana State 
Fairgrounds in Indianapolis. Our exhibit created much 
interest and comment. 

The high point of our year was the pleasant task of 
acting as host to the Board of Management at their mid- 
winter meeting. This gave us all an opportunity to meet 
our national officers and Board members and to sit in on 
the open meetings of the session and thus become better 
acquainted with the running of our national organization. 

During this year we have also been fortunate in re- 
ceiving a scholarship for an Indiana occupational therapy 
student given by the Epsilon Pi Chapter of the Delta 
Theta Tau Sorority. 

Our association has an active membership of 33 thera- 
pists and two associate members. 


OFFICERS 
President Evelyn Marsh, O.T.R. 
Vice-President Beryl Manly, O.T.R. 
Secretary Marjorie Hillsman, O.T.R. 
Treasurer Joyce Campbell, O.T.R. 
Delegate Helen L. Hopkins, O.T.R. 


Alternate Delegate Joan Silhavy, O.T.R. 
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SOUTHERN CALIFORNIA 
Delegate-Reporter, Alice Cooley, O.T.R. 


The Southern California Occupational Therapy Asso- 
ciation has ninety-five active members, three associate mem- 
bers, six student members and one honorary member. Dur- 
ing the year 1953-54 nine interesting meetings were held. 


The first meeting was held at the Los Angeles County 
Hospital. A psychiatrist from the new psychiatric unit 
discussed the functions of this unit in the treatment of 
acute mental diseases and related legal aspects. 


An especially outstanding meeting, a panel discussion 
on cerebral palsy, was held at Children’s Hospital in Holly- 
wood, Panel members were three occupational therapists 
from three different treatment centers. This discussion and 
exchange of ideas on treatment techniques proved most 
worthwhile. 


In December highlights of the Houston conference were 
presented. “Listening Ears,” a film illustrating the work 
of the John Tracy School for Deaf Children, was shown. 

Each year a meeting is held with the local Physical 
Therapy Association. Responsibility for planning this 
meeting alternates between the two groups. Both groups 
enjoy this annual opportunity to get together. 


“Music in Therapy” was the topic for discussion at the 
meeting held at the University of Southern California. 
At the April meeting Dr. R. V. Freeman, Chief, Physical 
Medicine and Rehabilitation at the V. A. Neuropsychiatric 
Hospital, West Los Angeles, was guest speaker. His topic 
was “Motivation” in the broadest sense of the word and 
its specific meaning in treatment. 


Our annual money-raising venture proved to be very 
successful again. The bazaar which is held at the Crippled 
Children’s Society in Los Angeles brought in approximate- 
ly $850. 

The last meeting was a banquet-meeting at which an- 
nual awards were made to practicing occupational thera- 
pists for outstanding professional work. At this time the 
newly elected officers were presented. 

Recruitment continues to occupy much of our time and 
thought. During the past year speakers’? teams contacted 
fifteen groups of interested high school students. The 
three-member teams were composed of an occupational 
therapist, physical therapist and dietician. Presentation of 
information was done in the form of a skit depicting the 
care and treatment of a polio patient from the acute stage 
of the disease through the convalescent. One hundred en- 
velopes containing literature on occupational therapy were 
sent to high schools and junior colleges. Individual mem- 
bers have given much time to conferences with interested 
persons and have made numerous speeches to interested 
groups. 

The Association participated in the Western Hospital 
Association convention with an exhibit and a panel dis- 
cussion on “The Use of Occupational Therapy in the Small 
Hospital.” Many members were able to attend sessions of 
the American Physical Therapy Association’s convention 
which was held in Los Angeles this spring. 

The S.C.0.T.A. NEWSLETTER was published three 
times this year and was an effective means of keeping our 
far-flung membership informed of current events, both 
professionai and social. 

The placement chairman has been very active. The in- 
flux of occupational therapists to Southern California has 
made it difficult to place all applicants. At present there 
are many niore applicants than available positions. 

We anucipate a busy, interesting year working on plans 
_ for the 1955 conference in San Francisco, and are look- 
ing forward to being your hostesses at what we are cer- 
tain will be an outstanding event. 


OFFICERS 
President Harriet Zlatohlavek, O.T.R. 
Vice-President Naomi McKinney, O.T.R. 
Corresponding Secretary.............. Martha Crissman, O.T.R. 
Recording Secretary Julie Werner, O.T.R. 
Treasurer Carl Gustafson, O.T.R. 
Delegate Alice Cooley, O.T.R. 
Alternate Delegate.................... Ada Marie Bowers, O.T.R. 
NEBRASKA 


Delegate-Reporter, Sophia R. Lindahl, O.T.R. 


“The Team Approach Theory” has gradually become 
the actions of the professional groups in Nebraska. The 
Nebraska Hospital Association invited the N.O.T.A. and 
the other allied hospital associations to meet simultaneous- 
ly, but independently of each other, at the first annual two 
day workshop. Since the interest and attendance far sur- 
passed the hopes of the. committee, plans are to have the 
workshop an annual affair. Physicians from five special- 
ties, who work with occupational therapists, spoke on 
“What the Physician Expects When He Sends the Therapist 
a Referral.” Each talk was followed by a discussion peri- 
od moderated by his therapist. Therapists and aides from 
Nebraska and South Dakota were present. 

The N.O.T.A. shared a booth with the Nebraska Phy- 
sical Therapy Association during the Centennial Year Ca- 
reer Week at the University of Omaha. Recruitment ma- 
terials were distributed to the high school seniors from 
Eastern Nebraska. 

After much controversy, publicity and hard work, the 
State Board of Control has adjusted the salary scale of the 
occupational therapists to compare favorably with those of 
the surrounding states. Provisions have been made for five 
classifications: two for registered therapists, one for trained 
aides, one for untrained aides and one for students in 
clinical practice. Many unfilled position in our state still 
exist. 


OFFICERS 
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Alternate Delegate 


Stella Durning, O.T.R. 


PUERTO RICO 


Delegate-Reporter, Maria Isabel Ponton 


The September meeting of 1953 of the Peurto Rico 
Occupational Therapy Association was honored with the 
presence of Miss Marjorie Fish, executive director of 
AOTA, who visited the island as consultant to the State 
Insurance Fund concerning the newly established school of 
physical and occupational therapy. We all had the op- 
portunity to talk with Miss Fish and seek advice for some 
of our problems, All the members were delighted with her 
visit. 

Recruitment and publicity has been the focus of con- 
siderable effort durin, the year.. The chairman of the 
committee has been using movies and slides of different 
activities in occupational therapy. These have been used 
extensively in preesnting our profession as a career to 
various high schools and university groups. We feel the 
need of extending our publicity to hospitals, especially in 
San Juan and near by towns, and plans are being made to 
this respect. 

Another activity which has been successful this year was 
the annual sale of home made articles donated by the 
members of the Association. Through this endeavor we 
plan to finance yearly a scholarship fund for a student of 
occupational therapy. A committee has been nominated 
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with the purpose of studying the applications and granting 
the scholarship. 

Because of the effort and interest of Dr. Herman Flax, 
chief of physical medicine and rehabilitation of the Vet- 
erans Administration in Puerto Rico, two of our private 
hospitals are now staffed with registered occupational 
therapists: Clinica Fernandez Garcia under Mrs. Olga 
Orraca and Clinica Julia under Mr. Esteban Lopez. 

It was good news to hear that the American Medical 
Association has accredited the School of Physical and Oc- 
cupational Therapy started by the State Insurance Fund 
about two and a half years ago. Our congratulations to 
Mr. Atiles, Administrator of the State Insurance Fund, to 
Dr. H. Storms and Miss Carmen P. Perez, O.T.R. 


OFFICERS 
President Miss Rosa Elisa Jorge, O.T.R. 
Vice-President.............. Miss Maria Elena Guerrero, O.T.R. 
Secretary Miss Sylvia Rodriguez, O.T.R. 
Miss Carmen Pura Perez, O.T.R. 
Miss Maria Isabel Ponton, O.T.R. 


Aphasia Patients 
(Continued from page 237) 


individual to attain a higher level of learning than 
was present before the injury. The recovery of 
abilities is usually in the following order: com- 
prehension of spoken language, speech (repetitive 
at first), reading, telegraphic speech, formulation 
of sentences, and -vriting. 

The aphasic individual is easily distracted, thus 
more constructive work can be done in a room set 
apart for instructional purposes. The room should 
be situated in a section where a maximum of con- 
centration can be obtained without interruption of 
any kind. The furnishings should include a black- 
board, mirrors, bookcases or file cabinets for storage 
of teaching materials, a comfortable chair for the 
aphasic individual together with a writing board 
or clip board for his use. It is important that the 
aphasic be re! 1 and at ease at all times during 
his training. 

The therapist should always speak slowly and 
distinctly to the aphasic and be alert for signs of 
fatigue and frustration. The aphasic’s attention 
span may encompass only a few minutes at first, 
then a rest period should be permitted before going 
on with the training process. The therapist can 
adjust the length of the training periods as the 
aphasic’s response indicates. In work with in- 
dividuals five to thirty minutes per period is usually 
adequate, whereas in group work a thirty to sixty 
minute period can be utilized. 

“There is no clearly defined borderline between 
one type of aphasia and another.”"* It is therefore 
difficult to outline a specific training program to 
fit the needs of the individual aphasic, thus sug- 
gested means of treatment will be described for 
each entity. Teaching methods must be varied 
and the therapist must utilize ingenuity arid inven- 
tiveness to stimulate the aphasic individual’s recog- 
nition and comprehension. 
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Total Rehabilitation . . . 
(Continued from page 240) 


ing and work management principles developed in 
industry are also applicable to disabled housewives 
in order to teach them simplification of their house- 
hold tasks. This idea has already been put into 
practice in some institutions. 

Better understanding of the medical value of 
occupational therapy requires its incorporation into 
the curriculum of medical schools. As regards 
the schools of occupational therapy, it is true that 
they recognize the concept that the physical, voca- 
tional and psychological needs of the patient must 
be dealt with as a unity. However practice falls 
short of the precept. Documentation of this state- 
ment may be derived from a study of curricula 
offered in schools of occupational therapy. In one 
school in 1941 training was exclusively in the arts 
and crafts; in 1954 about ten per cent of the total 
time was devoted to modern industrial techniques. 
Other schools offer the same or even less training 
in present day occupational pursuits. To keep pace 
with the trend in rehabilitation it is their prime 
responsibility to change the content of the cur- 
riculum by introducing vocationally meaningful 
modalities, although such a revision will probably 
be accompanied by increased costs. This price is 
small compared with the gains accruing to the 
community in better service to the handicapped. 
It will also mean revitalizing occupational therapy 
and strengthening it against claims made by work- 
ers with less clinical knowledge but more appro- 
priate techniques than the therapist possesses. 

If occupational therapy cannot rise from its 
atavistic state, then it will have to recognize chose 
therapies which, although not accredited, can make 
a real contribution to rehabilitation. It would be 
better however to have a few first-class therapists 
than a welter of rehabilitation specialists. A so- 
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lution does not consist of pressing several related 
disciplines into the service of occupational therapy, 
as has already been attempted. Such a device 
makes for a heterogeneous group containing people 
with varied backgrounds of experience and pro- 
fessional outlooks and militates against cohesion. 
Rather new techniques will have to be assimilated 
and taught in the schools; techniques which are 
concerned with machine-operated tools, assembly 
processes and other basic operations which will be 
meaningful to a patient and useful to him upon 
arriving at the next phase of his rehabilitation, 
namely, vocational training. 
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Home Visit .. . 
(Continued from page 262) 


the mouth, for instance, the effort might be ex- 
hausting and seem out of proportion to the satis- 
factions involved. A problem arises when such 
services continue to be given when they are no 
longer needed. 

The observation of children being handled on 
an infantile level in many homes indicated a need 
for special work with the parents on both a group 
and on an individual basis. The staff came to the 
conclusion that success in working with the children 
depended in large part on a simultaneous plan for 
interpretation of the treatment plan to the parents. 
Part of this need was met by the individual follow- 
up discussion with the social worker. In addition, 
for children newly entering the school, an inten- 
sive orientation course for the parent was planned. 

However it was recognized that there were a 
few families where the pattern of hostility to the 
child, or of over protection, were part of a deeper 
problem and needed héndling on a deeper and 
more highly individualized level. In such in- 
stances it was questionable whether the school 
could be successful in training the child while the 
traumatic emotional situation continued to exist 
at home; and in these cases the immediate goal 
was to help the parents find help for their own 
personal problems. 


Sally, aged nine, was unable to sleep unless she shared 
her father’s bed. Mrs. K. asked us to discuss this with 
her husband since they had quarrelled so bitterly that they 


no longer were on speaking terms. Sally spent much of 
her time alone in her room. During weekends she never 
wore the braces with which she was learning to walk at 
school. It seemed clear that the parents’ unhappy relations 
with each other had a close bearing on the poor progress 
that Sally was making in school. However, the mother 
did not recognize her own need for counselling, and Mr. 
K. was not willing to come to school to discuss Sally’s 
progress. 


SUMMARY AND CONCLUSION 


It has become increasingly evident that we can- 
not diassociate the handling of a cerebral palsied 
child in a training center from his life in the home 
and the community. Treatment, training and 
even education must be related specifically to the 
home needs, and conversely the home must be 
oriented to the special needs of the child. To 
bridge the gap between home and school the prac- 
tice of home visiting by a social case worker was 
included in the program of a cerebral palsy school 
treatment unit. 

Several case situations are described. We found 
the benefits of our home visiting program to be: 
(1) The staff felt that it had a greatly improved 
understanding of the child in his family setting. 
(2) Individual programs could be modified to 
provide for the child’s special needs at home. (3) 
Where the parent’s understancing of the objectives 
of treatment was seer: to be inadequate, increased 
opportunities to visit the school were provided and 
regular conferences with individual staff members 
arranged. (4) A program to orient parents whose 
children were being started in the school was ini- 
tiated. (5) It was felt that there was a relaxation 
of tension in many homes resulting from a better 
appreciation of the school’s goals and methods. 
(6) Improvement in the program of individual 
children was noted. 

It is recommended that a home visit for the 
purpose of integrating the child’s program at home 
and in treatment should be adopted as a regular 
part of a cerebral palsy treatment program. 
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Carson Cart... 
(Continued from page 265) 


Figure 4 


In view of the differences in numbers and types 
of patients being treated, construction of various 
parts of the cart will necessarily vary somewhat. 
However, with these basic plans, it is hoped that 
other therapists will adopt the use of the Carson 
Cart and find it as satisfactory as we have. We 
would of course appreciate criticism and comments 
since we are interested in any adaptations and im- 
provements that might be suggested. 


AJOT VIII, 6, 1954 


People .. . 
(Continued from page 270) 


The Occupational Therapy School of Victoria in 
Melbourne, Australia, needed a director in 1950. 
Doris accepted this position, remaining there until 
December, 1953. The school, founded in 1948, 
offers a three-year diploma course. It is affiliated 
with the University of Melbourne and the Mel- 
bourne Technical College. Its standards meet the 
requirements of the World Federation of Occupa- 
tional Therapists. 


On her return to this country in February, 1954, 
she took a temporary position as occupational ther- 
apy coordinator for the pilot study in rehabilitation 
at Boston State Hospital in Boston, Massachusetts. 
This research project, started in June, 1952, is spon- 
sored by the National Institute of Mental Health 
tor the purpose of determining more specifically 
what the medical ancillary services are contributing 
to the rehabilitation of mental patients. 


August, 1954, found Doris back in New Hamp- 
shire as director of the New Hampshire Rehabilita- 
tion Center. Sponsored by a private organization 
called the Crotched Mountain Foundation, this is 
one of the Foundation’s three centers offering facil- 
ities to the physically handicapped children and 
adults. 

Doris has crossed the U.S.A. three times—by 
train, boat, and automobile. She has always taken 
advantage of the location of her positions to take 
side trips, having visited eastern and western Can- 
ada, Alaska, Mexico and the Panama Canal. She 
circled the globe in going to and returning from. 
Australia. She has visited the Sydney Occupa- 
tional Therapy School in Australia and the Bom- 
bay Occupational Therapy School in India. In 
Bombay she was the guest of Mrs. Kamala Nimb- 
kar, O.T.R., director of the school. Doris met 
students and toured clinical training centers as well 
as the city and suburbs. 


Two days in Tahiti, one week’s vacation sight- 
seeing on the island of Tasmania, a visit to the 
Aboriginal Mission in the state of Victoria, a flight 
from Colombo to Bombay via Madras, a boat stop 
at Port Said which was under martial law, and a 
tour of Italy, Switzerland and France constitute 
some of the highlights ot her Australian trip. Now 
she has returned to the quiet life of Durham, New 
Hampshire, where she bought a house in the late 
1940's while working at the University. She lives 
here and drives daily to her position in Manchester. 
Her mother, who accompanied her to Australia, 
lives with her. Here Doris can look out of any 
window in her house and see water, the symbol 
of motion and travel which has been so much a 
part of her life. 
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CLASSIFIED 
ADVERTISING 


Classified advertising accepted for POSITIONS WANTED 
and POSITIONS AVAILABLE only. Minimum rate $3.00 
for 3 lines; each additional word ten cents. (Average 56 
spaces per line). Copy deadline first of each month pre- 
vious to publication. 


POSITIONS AVAILABLE 


Occupational therapist wanted. Modern TB sanatorium. 
Good salary, full maintenance. To head department. Ap- 
ply: Supt. & Medical Director, Valley View Sanatorium, 
Box 1608, Paterson, N. J. 


Staff position open for registered occupational therapist. 
Salary open. Pleasant surroundings and working condi- 
tions. Contact Dr. C. G. Ingham, Superintendent, Norfolk 
State Hospital, Norfolk, Nebr. 


Staff occupational therapist for cerebral palsy depart- 
ment, N. Y. S. Rehabilitation Hospital, West Haverstraw, 
N. Y. Civil service position; New York State Department 
of Health; +0 hour week. Starting salary $3251. Contact 
Director, Dr. A. J. Canning. 


Fairfield State Hospital, Newtown, Conn. Occupational 
therapists and senior occupational therapists.  $3,120- 
$4,620; 40-hour week; well-equipped working units; good 
living facilities; clinical training program. 


Position opening in January 1955: therapist, male pre- 
ferred, to work in challenging shop program with mod- 
erately retarded young men and adults, some having mul- 
tiple handicaps. Salary: graduate, $3120 with 8 annual 
increases of $180. Therapist with one year’s experience 
$3540 with same increases. Maintenance optional, mod- 
erate deduction; three weeks paid vacation; liberal sick 
leave and retirement benefits; civil service. Information 
and brochure available. Write: W. D. White, Ed.D., or 
E. C. Kille, O.T.R., Southbury Training School, South- 
bury, Conn. 


Wanted: Registered occupational therapist for residential 
treatment center accommodating 27 emotionally sick boys, 
ages 7-12. Salary range $4200-4600. Full complement of: 
staff. Teaching program. Apply Administrator, Astor 
Home, Rhinebeck, N. Y. 


Registered occupational therapist for 255 bed tubercu- 
losis hospital. Excellent rehabilitation program under full 
time coordinator of rehabilitation. Outstanding physical 
setup. Salary $340.00 plus vacation and holidays. Write 
to Superintendent, Tulare-Kings Counties Hospital, Spring- 
ville, California. 


Staff position open for registered occupational therapist. 
Ideal working conditions and salary commensurate with 
ability. Write Alvin R. Carpenter, M.D., Medical Direc- 
tor, Rehabilitation Services, Inc., 200 Court Street Bing- 
hamton, New York. 


Assistant director and staff occupational therapists. New 
suburban hospital for the care and rehabilitation of long- 
term patients. Large, rapidly expanding department in- 
cluding new building program. Treatment areas include: 
activities of daily living, homemaking, functional treat- 
ment, pre-vocational, recreation, sheltered shops, and 
adapted equipment shop. University affiliation and in- 
service training program. Salary: $3600-$4200; $4200- 
$5400. Write Mr, R. J. McCauley, Director of Occupa- 
tional Therapy; Highland View, Cuyahoga County Hos- 
pital; Cleveland 22, Ohio. 
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Position available—occupational therapist. Treat pre- 
school aged cerebral palsied children. Minimum salary 
$4000. Four weeks paid vacation, 5 day week. Contact 
Katherine Pelanda, Administrative Director, Cerebral Palsy 
Treatment Center, 325 Broad Avenue Northwest, Canton 
8, Ohio. 


Supervisor of occupational therapy desired in out- 
patient rehabilitation center. Emphasis of service: A.D.L., 
kitchen activities, work evaluation and build-up program, 
functional crafts. Staff occupational therapy position also 
available. Write: Dr. K. C. Keeler, Director, The Re- 
habilitation Center of Summit County, Inc., 326 Locust 
Street, Akron 2, Ohio. 


Massachusetts General Hospital, Boston, Mass., has 
opening for O.T. Supervisor. Reorganized program with 
psychiatric pediatric units. Salary starting $3300.-3800. 
based on education, experience. Write Personnel Office. 


Occupational therapist for cerebral palsy school; sch. { 
hours and holidays. Program under auspices of East: :n 
New York Orthopaedic Hospital-School, 124 Rosa Road, 
Schenectady, New York. Apply Superintendent of hos- 
pital. 


Excellent opportunity for occupational therapist. Write 
G. L. Infield, M.D., Medical Director, Atlantic County 
Hospital for Mental Diseases, Northfield, N. J., giving 
qualifications and requesting details. 


Registered occupational therapist for 230 bed private 
psychiatric hospital 1 hour from New York. Modern, well 
equipped work shop, paid vacations, holidays, and sick 
leave. State qualifications and experience (experience not 
necessary). Write: Personnel Office, P.O. Box 12, Amity- 
ville, New York. 


Immediate opening for male occupational therapist to 
teach woodwork, leather, metal, weaving, etc. at Deuel 
Vocational Institution for men at Tracy, Calif., 60 miles 
from San Francisco. Inmates are young men between 
ages of 17 and 25, committed by court for correctional 
purposes. Starting salary $310 month, with raises to $358. 
Completion of recognized course in occupational therapy 
and eligibility for 1egistration with national registry of 
qualified occupational therapists required. Write Super- 
intendent, Deuel Vocational Institution, Tracy, Calif. 


Two positions for O.T.R.’s: (1) Children’s program 
emphasis cerebral palsy day school and out-patient. (2) 
Adult program sheltered workshop and initiate homebound 
training. Moved into new modern building Oct. 1, 1954. 
Beautiful surroundings, close to everything, good medical 
supervision. Both salaries commensurate with experience. 
Adult program to $5,000 with yearly increase. Usual sick 
leave and vacations. Positions open Sept. 1, 1954. Apply 
Harold Hymans, Iowa Society for Crippled Children, 2917 
Grand, Des Moines, Iowa. 


Wanted: O.T. for a cerebral palsy treatment center. 
Well-equipped. Congenial staff. Close med. supervision. 
Good salary and working conditions. Scholarship avail- 
able for additional training in C.P. H. L. Rudolph, M.D., 
400 N. 5th St., Reading, Pa. 


Opening for occupational therapist; 51 bed cerebral 
palsy and polio rehabilitation center. Apply Director, Hyde 
Memorial Rehabilitation Hospital, 616 High St., Bath, 


Maine. 


Registered occupational therapist for cerebral palsy cen- 
ter. $3000 for 40 weeks, Arrangements made for sum- 
mer employment. All school vacations. Cerebral palsy 
experience not necessary. Write to: Mrs. Paul C. Cornish, 
Coordinator, Cerebral Palsy Center, 636 Salem Avenue, 
Elizabeth, New Jersey. 
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Supervisory and staff openings for O.T.R.’s in a re- 
cently established cerebral palsy out-patient treatment cen- 
ter. Salary range of $3600 to $5200 according to the 
new AOTA recommended salary scale. Three to four 
week paid vacation, liberal sick leave. Contact Mrs. Betty 
Swatzell, Director, United Cerebral Palsy of the Falls 
Cities, Louisville 2, Kentucky. 


Wanted: Three copies of the American Journal of 
Occupational Therapy, Vol. VIII, No. 1, January- 
February, 1954. Will pay $1.50 each (Canadian funds) 
and postage. Address to the Secretary, Division of 
Physical & Occupational Therapy, Faculty of Medi- 
cine, University of Toronto, 6 Devonshire Place, 
Toronto, Canada. 


ECORATEs 
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Delightful basswood 


hinged lid boxes, size 2% x 3% x 1” 
height. Colors beautifully with any color medium. Smooth- 
ly sanded, lock corner construction. Order Box No. 20. 


36 or more ........ 30c ea. 


Crafts listing many attract- 
ive items all ready for designing and decorating. ~¥, 


%:0-P CRAFT (0. 


SANDUSKY, OHIO. 


INEXPENSIVE KILN 


IDEAL FOR YOUR O-T WORKSHOP 

Designed for the firing of enamels that have been applied to 
one side of a metal piece. Pieces up to 43g” in diameter and 
149” high may be fired in this kiln. 

@ Reaches enameling temperatures quickly 

@ Sturdy and simple construction 

@ Low cost, trouble-free operation 


FREE 
TO OCCUPATIONAL THERAPISTS 


ENAMELING ON COPPER 
AND OTHER METALS 


by Thomas E. Thompson 


This illustrated 40-page book an- 
swers your questions about fascin- 
ating metal enameling .. . tech- 
niques, tools, and equipment, types 
of enameling, firing, finishing, etc. 


NOW AVAILABLE 


Complete Range of Enamel Colors 
Copper Trays, Sheet Copper, Circles and Squares 
Many articles—enameled pins, belt buckles, buttons, ash trays, 


small bowls — can be made. Free Consultation Service tor 
Therapists, just write to 


THOMAS C. THOMPSON CO. 
1539 Deerfield Rd. Dept. O-T Highland Park, Ilinois 


TEACH HAND WEAVING 


WITH THE LILY LOOM KIT and WITH THE INKLE LOOM 


Here is a complete hand loom kit with direc- 
tions, yarn to finish a luncheon set (already start- 
ed on the loom), two shuttles, warping pegs, a 
reed hook and yarn samples. This easy-to-oper- 
ate, expertly developed table loom is 18" wide, 
15” high. Teach your patients to weave, simply, 
quickly. Order several com- 
plete hand weaving outfits. ‘5 = 7 5 

Contains everything you Postpaid 
need to start weaving. Complete 


Usua! institutional discounts apply 


LILY MILLS COMPANY, Hand Weaving Dept.N, SHELBY, N. C. 


This loom is yours for $7.50... Just $7.50 
apiece for Inkle Looms, complete with 75 
tied heddles, shuttle and instruction book- 
let with several patterns. You can teach 
Inkle Weaving in classes and to bed pa- 
tients. This is a lightweight loom that can 
easily be used by bed patients. Inexpen- 
sive. Order several. Weave 

multi-colored belts, garters, $ * 5 0 
drawstrings, trims, braids, Postpaid 
galluses. Price each, only Complete 
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O. T. 


Everywhere Have Made 


CHAS. A. TOEBE 
LEATHER CO. 


Their Headquarters for All 
LEATHERCRAFT SUPPLIES 


DEPARTMENTS 


the Original 
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Whatever the craft 


you are teaching: woodworking, model 
building, leather, metal, plastics, ceramics 


x-acto knives, 
tools & sets 


designed by craftsmen and precision-made 
for fine craftsmanship 


will help you 
do a better job 


by helping your students get better results 
and more creative satisfaction. 


Build Model Airplanes—send 25¢ for 32 
page booklet “Building Your First Flying 
Models.” Full size plans and instructions 
for 4 models plus articles and helpful 
hints. 


Complete X-acto 28 page catalog—20¢ 


dept, 


x-acto, Inc. 


48-41 Van Dam Street 
Long Island City 1, N. Y. 


Make Their Hands More Creative With X-acto 


MGC 


are alwa ys a joy 
0 work with!” 


Patients get 
a greater thrill of achievement 
from superior results 

made possible with MGC Quality Metals 


Look into the possibilities of M G C 
Quality Craftmetals for your craft 
oups. Metal Goods Corporation’s 
uper-Brite MIRROR-Finish Alum- 
inum and other s y-prepared 
craftmetals are the finest craftmetals 
obtainable. They assure the craft- 
worker of a better start . . . the added 
leasure of a superior result . . . they 
elp build the patient’s sense of accom- 
plishment! Mail the coupon now for 
te ur free copy of M G C’s instruction 
klet and metal price list. 


SAFE-T-ETCH 
Non-acid Aluminum Etching Compound 
Especially Suited To 0. T. Usage 


Safe-T-Etch does away with all the old hazards “4 
etching with acids .. . is proving safer, 


and easier to use. Ask about it. 


Tells how to make many 
useful, beautiful items 
bid ll be glad to send you 
this free booklet on how to 
etch beautiful 
Aluminium usin 
SAFE-T-ETCH. Jus? fi’ Nin 
and mail the coupon oviow. 


WETAL CORPORATION 


Division 
AL GOODS CORPORATION 

- Avenue ,St. Louis 
(Please type or print) 
NAME. 
ADDRESS 
City. ZONE___STATE. 
AFFILIATION 


"That's Wonderful 
ats Wondertul... 

4 
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1 ties! Get of All 

SS! Big “Fre¢ Catalog 
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\ 

CHAS. TOEBE 6. Pa. 4 

140 N. ard 

Catalog Free to Occupational Therapists 
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“DID YOU SAY | CAN GET 
QUALITY WYCO YARNS gg 


AT WHOLESALE 
PRICE?” 


It’s True 
—a 40% Saving 


on All WYCO Yarns 
To Occupational Therapists 


Yes, we make the same offer to occupational thera- 
pists as to our retailers: quality WYCO Yarns at a 
truly wholesale 40% discount ... plus a money-back 
guarantee if WYCO Yarns do not live up to your 
expectations. Believing in quality service to go with 
a quality product, we ship yarn the same day we 
receive your order. Take advantage of this oppor- 
tunity to combine quality with economy in your 
therapeutic supplies. Send now for our free book- 
let, WYCO BUDGET SAVERS, which describes our 
wide variety of yarns in wool and three weights 
of nylon suitable for knitting, crocheting or weav- 
ing. Inquire about our full line of knitting acces- 
sories. 


WISSAHICKON YARN COMPANY 
JENKINTOWN 7, PENNSYLVANIA 


NOW AVAILABLE 


A separate and entirely different cata- 
logue for the leather worker and crafts- 
man featuring: 


Leathers by the skin, including tooling, 
non-tocling, carving and lining leathers; 
a complete line of buckles, handbag 
locks and accessories, leathercraft tools 
and aids; lacings; knockdown craft kits, 
etc. 


To receive a free copy of this special 
catalogue kindly ask for our No. 100 
Catalogue on your own stationery or 
card. 


© WIDEST SELECTION 
® FINEST QUALITY 
© LOW PRICES 
© SAME DAY SERVICE 


S&S LEATHER COMPANY, INC. 


Colchester 4, Conn. 


HANDWEAVING LOOMS. 


Hughes Fawcett, Inc., established in 1888, 
was one of the first to supply hand-loom 
weavers with yarns. 

Our services and our list of quality products 
have progressed continuously. Today, our 
firm is prepared to supply every need from 
the smallest item or yarn to the finished 
loom. 

In our recently installed plant we are now 


TO FIT THE INDIVIDUAL 


«© © NEEDS OF THE HANDICAPPED 


equipped to make prompt adaptations to 
our looms (or to those we supply). Such 
adaptations will be made on your own 
specifications to provide the proper func- 
tional needs for individual requirements of 
the handicapped. 

Please write us your needs, or call upon us 
when in New York. This department has 
been established to serve you. 


LINEN YARNS « COTTON YARNS « YARN REELERS AND WINDERS « REEDS AND HEDDLES 
LOOMS AND BENCHES ¢ SHUTTLES « WARPING CREELS « TEXT BOOKS « AND OTHER EQUIP- 


MENT NEEDED BY HANDLOOM WEAVERS e 


PATONS & BALDWINS WEAVING WOOL, 


SPUN IN SCOTLAND ¢ BOBBIN LACE KITS ¢ BELT LOOM KITS e LINEN CROCHET THREAD 


Special Discounts 
are allowed on bulk orders. Our large stocks permit 


in transportation charges. 
Ask for our 40-page descriptive catalog 
with yarn samples and prices. 


one-package 
shipments—assuring prompt and complete delivery and savings 


Huahes Fawcett, 


1g88 


Ine. 115 Franklin St 
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KNIFORKS 


Eating pleasure for 
the Handicapped 
Patient can safely 
cut and eat an 
food with 1 hand. 
SPECIAL _KNIFORK 
with NEW handle 
permits eating even 
without normal use 
of hand. Scientific- 
ally made of stain- 
less steel and heat 
resistant plastic, boil- 
able. Knifork $2.10 ea. 
Special Knifork $2.95 
each. Specify right 
or left hand. Guar- 
anteed. 
Order from 


MOORE ENGINEERING COMPANY 


P. O. Box 43065 Los Angeles 43 


For the Latest Handicraft Projects 


write for free 
Catalog Of Handicraft 
Supplies 


Many new projects, for groups or individ- 
uals, await your selection. Among the 
many items are: 

Numbered Paint Sets: Candle Making; Alu- 
minum Etching: Mobile Kits: Ceramics; 
Basketry: Glass Etching: Metal Tooling: 
Finger Painting: Wooden Plates: Trays: Bowls: Wood 

re Flower Material, etc. 


Cleveland Crafts Co. —cLEVELAND 3. OHIO 


AT YOUR 
FINGER-TIPS 


Get your free copy of Hammett's 
catalog listing and illustrating oc- 
cupational therapy materials and 
equipment. 


LOOMS 


Hand or Foot Power 


WEAVING MATERIALS 
Roving Cotton Yarn 
Carpet Warp Rug Yarns 


BASKETRY MATERIALS 
Reed — Raffia — Cane 
Wooden Bases and Trays 

Corkcraft 


ART MATERIALS 
Leather and Tools 


SEND FOR THE CATALOG TODAY! 


J. L. HAMMETT C0. 


E:iucational Materials Since 1868 
306 Main Street Cambridge, Mass. 


and 
PROJECTS 


ROBERT J. GOLKA CO. BROCKTON, MASS. 


LEATHERCRAFTERS 


Why fuss with lacing needles? Use dispos- 
able metal tips which you put on yourself 
in a jiffy. Inexpensive and practical! 


GOLKA SLIM TIP6S............ 25c pkg. 180 


GOLKA TIPPING PLIERG........ 2.50 ea. 
with free pkg. tips 


Robert J. Golka Co. 


400 Warren Ave. 
Brockton, Mass. 


Better Your Craft 


IN COSTUME JEWELRY 


Our Creations Are Distinctive 
Our Plating Is Of The Highest Quality 
Our Rhinestones Are The Best 


We are manufacturers of an extensive line 
of plated settings for costume jewelry, spe- 
cifically created for use in occupauona 
therapy. No skill or special tools required. 
We can fill all your needs for settings, rhine- 
stones, pearls, chain, fasteners, boxes, etc. 


DEPENDABLE SERVICE 
HIGHEST QUALITY 
LOWEST PRICES 


Postcard Will Bring Our 1954 Illus‘rated Catalog 
(O.T.D. References upon request) 


A. V. CUTT CO. INC. 


210-K Fifth Ave. New York 10, N. Y. 


AJOT VIII, 6, 1954 


3 
it 
- 
- 
Re 


NEWCOMB STUDIO ART LOOMS are 
designed for Occupational Therapy 
. . . Stimulates hand, arm and leg re- 
flexes. 


$100.00 


This home or in- 
stitution loom gives 
a patient hours of 
pleasant systematic 
exercise. A patient 
can weave attrac- 
tive artistic rugs, 
drapery materials, 
tweeds and other 
beautiful fabrics 
that receive admira- 
tion ... and can be 
sold profitably to a 
ready market in 
their community. 


f.o.b. 
Davenport, Iowa 


Weaving is fascinating and profitable and builds 
a new mental attitude towards life in many patients. 


Let us send you our illustrated catalog ... also list 
of warp and weaving supplies. 


NEWCOMB LOOM CO. 


Established 1898 
Davenport, 9-3, Iowa 


QUOTES FROM USERS 


. I have always enjoyed creat- 
ing something with my hands . . . gives 
me a feeling of accomplishment ... ” 


A Craft Activity That's 
> q! Beautiful and Beneficial 


Our Glove Kit 
fascinating, relaxing and 


rovides 


rewarding occupation with leather, long recog- 
nized for its therapeutic value. 

Each kit contains one pair of table-cut gloves, 
special needle and thread — and simple, easy-to- 
follow instructions. Made of the finest imported 
leather available, Tailored Gloves will give you 
lasting wear and the satisfaction which comes 
from making them yourself. 


Write TODAY for descriptive folder and prices. 


TAILORED GLOVES, INC. 
GLOVERSVILLE, NEW YORK 


CERAMIC ART MATERIALS 


OH-TEN Clay Bodies 
OH-TEN Clear and Colored Glazes 
Pasgobes (Underglaze Colors) 


. are specially formulated for hospital and 
school use. 


— They're non-toxic ... easy to use... 
safe to use .. . permit wide latitude of 
individuality .. . use is easily taught. 


AVAILABLE THROUGH 


SELECTED DISTRIBUTORS 


Pottery Arts Division 


P Em CO CORPORATION 


‘Baltimore 24, Md. Rly 


One of the world’s largest suppliers to 
the ceramic industry. Write for descriptive 
literature and copy of free booklet — 
“TIME TO KILN”. Department OT. 
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SILK—WOOL—RAYON—LINEN—COTTON—NOVELTY YARNS 


20/1 and 20/2 Linen. 19 
Beautiful Fast Colors on 4 
oz. tubes. 


3/2 and 10/2 Fast Colors, 
Mercerized Perle Cotton. 


2/20 Weaving Worsted. 
36 beautiful colors on 2-oz. 
tubes. For Warp and Weft. 


8/4 Boil-Fast Carpet Warp 
—22 colors on % Ib. tubes. 
A; Ad- 


We have a complete as- 
sortment of yarns for 
home and commercial 
weaving. 


(Write for free samples) 


CONTESSA YARNS Dept. C.W.. Ridgefield, Connecticut 


INDIAN SILVERSMITHING KITS 


CLOISONAL ART KIT 
A NEW CRAFT 


Both Kits 
Now Available 


Write for our new 96 
page catalogue contain- 
ing many additional 
items and showing a 
complete line of art and 
craft supplies. 


Crafters of Pine Dunes 
Dept. A, Oostburg. Wis. 


General Electric Company’s 
SILICONE 


BOUNCING PUTTY 


Accepted by 
The Council on Physical Medicine 
and Rehabilitation of the 
AMERICAN MEDICAL ASSOCIATION 
For Therapeutic Exercise 
of the Fingers and Hands 
@ Does Not Harden e Lasts Indefinitely 


@ Can Be Autoclaved 


Distributed by 


S. R. GITTENS 


1620 Callowhill St. 


Philadelphia 30, Pa. 


YES! One of the largest stocks of leather- 

* craft supplies, kits, projects in the 
country! A leather headquarters since 1910, with a 
wealth of specialized experience in giving com- 
plete, friendly attention to the special needs of occupa- 
tional therapists. We also offer a complete line of kits 
and supplies in allied handcrafts . . . metal, wooden- 
ware, beadwork, felt, etc. 


Get this Free All Crafts Catalog! 


Write today for your copy! 52 fascinating 
pages, packed with useful ideas, projects, 
information. Thousands of items, in all 
crafts, Highest quality. Reasonable prices 


SAX BROTHERS, INC. 


1111 N.3rdSt., Dept. OT-12, Milwaukee. Wis. 
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Recreational Activities 
for Crippled Children 


by Lois Perrin, B. Sc. 


A booklet of games, crafts, songs, and 
activities compiled for use of mothers, 
nurses, educational specialists, and rec- 
reation supervisors. Published at $1.00 


per copy by: 
State Services for Crippled Children 


State University of lowa 
Iowa City, lowa 


COMPLETE 
KITS AND 
DEARBORN SUPPLIES 
LEATHER 
Leathercraft 
We supply com Metalcraft 
tools, patterns and simple step-by- in 
step instruction books that will hel Woodburning 
to supplement your own personal Corkeraft 
instruction. 
of new Rubber Molds 
an esigns are all clearly illus- 
trated in our big catalog. New low Shellcraft 
yrtoee on all craft supplies are now Braiding 
in effect. 
Write today for your copy Glass 
without charge .. . simply request 
it on your hospital lebecbead ad- Feltcra 
Gressed to— Beadcraft 
DEPT. K-2 


8625 LINWOOD AVENUE 
DETROIT 6, MICHIGAN 


DEARBORN LEATHER CO. 
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SHELLCRAFT—offers an unmatched variety of ‘ 

) projects for occupational therapy or hobby ) 
( craft. 

) Inexpensive—Easily Learned—lInteresting 
Finished work readily saleable— 

) A Powerful Incentive ) 
i Free Catalog—Seashells, Rhinestones, Pearls, 


Plastic, Chain, etc. for costume jewelry 
and novelties. { 


FLORIDA SUPPLY HOUSE 
P.O. Box 847 (2 Miles South of ( 
Bradenton, Fla. Bradenton on US 41) 


OUR 2lst YEAR 


i 


MAKE GENUINE LEATHER 
. FOR FUN OR PROFIT == 
\ Crown has the 
of leathercraft,. 
accessories Fin- Faz 
etc. Genuine''Craf tool” 
Stamps. Prompt service. 


BELTS WALLETS HANDBAGS, ETC 
largest selection 

est FREE 

‘CROWN LEATHERCO. 


22 SPRUCE YORK-38,N.Y. 


Now... for the first time 


*¢ A new model HERALD LOOM specifically adapted to 
OCCUPATIONAL THERAPY. A wide range of accessories 
offering time-saving quick changes for you. 

© Convenient appliances for increasing shoulder flexion, scapu- 
lar adduction, increased resistance to plantar flexion and in- 
creased resistance to dorsi flexion. Of course, this special 
Herald Loom offers feather-touch ease if required. 


~ Take care of your problems with 
this new Occupational 
: a Model Herald Loom. Write for 


COMS/ 2080 EDGEWOOD ROAD 


Redwood City, California 


RIT HOBBY DYEING BOOK 


TELLS YOU HOW! nor Not another book lke 1! 
for scout teachers and 
school ‘personnel . 


Turn buttons, clothespins, poper plates, old Jj 
nylons, etc., into gay and useful objects. 
Make pipe-cleaner figures, colorful bean 
bags, lomp shodes. Learn about batik, 
sponge and tie dyeing ... 24 pages crammed 
with fun projects of every description. Fully 
illustrated. Supply limited. Money-back 
guarantee. 


RIT DYE SERVICE BUREAU, Dept. RR 
P.0.B80x 554 +  Indianepolis, ind. 


SWEDISH WEAVING 
HUCK TOWEL DESIGNS 


Easy to weave borders for towels, place mats, 
aprons, etc. for gifts or sell for profit. Inexpen- 
sive and excellent for the convalescent limited 
in activities. 


Write for “FREE SAMPLES” of toweling and 
other information to— 


MILDRED V. KRIEG 


P. O. Box 82 Riverside, Illinois 


S-T-R-E-T-C-H 


SQUEEZE aes 
To strengthen 
‘\. the Fingers, 


SILICONE Hands, Wrists, , 
SPECIALLY * 


Forearms At Your Surgical 
PROCESSED FOR, 


x 
THERAPEUTIC USE 


Supply House or 
/_ Write to Thera-Plast 
Co. for Literature. 


154 NASSAU STREET NEW YORK 38 N. Y 


HERE AT LAST! 
A Hand Rotating 


FLY TYING VISE 


For 
All Types of Fly Tiers 
including 
Bed Patients 
VISE DOES ALL THE WORK 
Approved 


Therapy 
Send For Tool and Material Catalog 
At No Obligation 
THE UNIVERSAL 


FLY TYING VISE CO. 


P. O. Box 335 
Holyoke, Mass. 


FREE CRAFT. 


CATALOG 


QUANTITY 
DISCOUNTS 


Plus New Low Prices for Top 
Quality Arts and Crafts Supplies 
— metal, reed, weaving, plas- 
tics, etc. You'll save money every 
time! 


1954 Craft Catalog. 


AMERICAN HANDICRAFTS CO. 
P. O. Box 1479-AX Fort Worth, Texas 


Write today fer your new 48-page 
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CRAYONEX 


A HAPPY GIFT CHOICE! — This year, more than ever, encourage your 


Prang Color Kits are perfect 
for gift giving too... 

Just the thing for that 
creative minded friend 

on your list! 


On sale at better 
stores everywhere 
Dept. OT-31 


classes to create their own original gifts 
with Prang Color Materials. With such a 
wide scope of subjects and techniques to 
choose from, it’s easier than ever to make 
a colorful assortment of welcome gifts for 
every member of the family. 


MAKE UNUSUAL COLORFUL FABRIC GIFTS WITH 
PRANG TEXTILE COLORS! 


ADD NEW SPARKLE TO POTTERY, CHINA AND 
GLASS WITH PRANG DEK-ALL AND TEM- 
PERA COLORS! 


DISCOVER ENDLESS VARIETY FOR NOVEL HOLI- 
DAY HIGHLIGHTS WITH PRANG WATER COLORS 
AND PRANG CRAYONEX CRAYONS! 


Pick PRANG— There's nothing better! 


THE AMERICAN CRAYON COMPANY 
SANDUSKY OHIO NEW YORK 


| 

| 

4 

N of IBY : Ls 3 

4 

\ 


Everything in Leathercraft 
for Occupational Therapy 


@ Fascinating creative activity . . . minimum of fatigue 


@ Complete stock to satisfy any interest or skill 


@ Careful, accurate grading plus guaranteed quality 
materic!s help assure consistently excellent results. 


= @ Your order shipped complete on same day received 


Leathercraft has long been recognized as a leading hobby for 
invalids and convalescents, because of the ease with which 
projects can be completed, and the sense of accomplishment™ 
which is gained when the attractive leather items are made, 
Even patients undergoing complete bedrest treatment canj 
assemble many LARSON Kits without subjecting 
themselves to exertion beyond recommended limits, 
Whether your requirements are easy-to-assemble kits 
as introductory projects, or tooling 
leathers, tools, supplies and in- 
struction bgoks for more advanced 
| SF leather work, be sure to check the 
LARSON LEATHERCRAFT CAT- 
ALOG first. 


Send TODAY for your FREE 
copy of our big. new illus- 
strated Catal: and Guide 
to latest Leathercraft proj- 
ects. Write Dept. 4311. 
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